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ABSTRACT 

The Postgraduate Medical Institute of the 
Massachusetts Medical Society had as its goal in this instance to use 
an interdisciplinary team of consultants to sens'tize hospital 
medical staffs to the unique health care problemb of the poor. A 
consultation model was set up and implemented in three selected 
hospitals located in depressed. areas. The model of consultation is 
characterized by the following principles: (1) educational 
consultation is provided by an interdisciplinary team; (2) 
consultat.ion is used both as a catalyst and as an educational 
activity itself; (3) consultation stresses critical self-examination 
as an avenue to insights juid corrective measures; (4) consultation 
seeks participation of individuals who will authorize, effect, and 
ultimately accept change; (5) consultation starts with recognition of 
felt problems and seeks to motivate consideration of long-range 
planning; (6) the approach seeks to maximize consultee involvement in 
prograr planning; (7) consultation tries to use educational 
mechanisms that will assure diffusion of its effects to the staff at 
large; and (8) consultation seeks to minimize the formation cf 
dependency relationships. (Author/HS) 
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FORKWORD 



Contract NIH 70-4149 (PH 108-69-47) was awarded to 
Postgraduate Medical Institute * on February 3, 1969. 

Objectives of the contract included: 

A. Select three hospitals located in depressed areas 

B. Implement a relevant medical education consultation 
service 

C. Institute programs of continuing nedical education 

D. Evaluate the effectiveness of the consultation 
service 

E. Collect observations and data describing some of 
the factors xvhich are important in either aiding 
or inhibiting the development of prograjns of 
continuing medical education 

F. Explore methods for evaluating the effect of both 
program content and technique of presentation on 
medical practice 

G. Analyze, tabulate and interpret the data 

Identify distinguishing characteristics of hospitals 
in depressed areas 

!• Enumerate distinguishing continuing education habits 
of physicians practicing in depressed areas 

What follows is a final report, in sunir.ary form and full text, 
of activities conducted under the contract. 



* Postgraduate Medical Institute (PMI) is a non-profit, educational 
corporation sponsored by the Massachusetts Medical Society. 
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CONTRACT NIH 70-4149 (PH 108-69-47) 



CONTRACT SUMMARY* 



* Presented as a paper by Norman S, Stearns, M.D,, and Robert 
A. Gold, Ed.M., entitled ''Educational Consultation- A Team 
Approach to Stimulating Hospital Medical Staff Involvement 
in Health Care Problems of the Poor" at the 1970 Medical 
Services Conference, sponsored by the Council on Medical 
Service, American Medical Association, November 28, 1970, 
Boston, This paper, highlighting activities and outcomes 
of the contract, is offered here as a preface to the full 
text of the final report. An expanded version of this 
summary paper will be published in Medical Care , Volume 10, 
No. 1, Jan. - Feb., 1972. 



Educational Consultation: A Team Approach To 
Stimulating Hospital Medical Staff Involvement 
in Health Care Problems of the Poor. 



Norman S, Steams, M.D. * 
and 

Robert A. Gold, Ed.M. ** 



Postgraduate Medical Institute believes it possible to use 
an interdisciplinary team of consultants to sensitize hospital 
medical staffs to the unique health care problems of the poor. 

In recent years there have been exciting developments 
in the delivery of health care. The literature is rife with 
reports of experiences and new ideas regarding health care 
delivery. Tliese proposals, encompassing neighborhood health 
centers, group practices, pre-paid comprehensive health care 
systems, etc., have a common, distinguishing characteristic 
CHANGE. They all imply major changes in the conduct of the 
practice and "business*' of medicine. The prospect of change 
is often threatening. We fear that the agents of change, 
the activists developing new systems, may fail to divert 
energies needed to help the medical establishment accept 
the changes. For most, re-education will be needed, and for 
many the experience will be painful. Change can be brought 
about by legislation and rationalization or. by education 
and insight. Postgraduate Medical Institute prefers the carrot 
of insight to the stick of law. We believe that education is 
the most desirable technique to close some of the gaps between 
physicians developing new health care systems and those resisting 
them. 



* Dr. Stearns is Executive Director of Postgraduate Medical 
Institute. 

** Mr. Gold is Director of Research of Postgraduate Medical 
Institute. 



The Postgraduate Medical Institute (PUI) is the education 
arm of the Massachusetts Medical Society, Since its inception 
eighteen years ago, the Institute has been dedicated to 
fostering continuing education of physicians. Its operations 
are predicated on the premise that education can ultimately 
effect improved health care. 

For many years we have been using consultation as a stimulus 
to education program development at community hospitals. In a 
recent three year study*of the consultation process, we tried 
to help forty hospitals assess their needs and develop relevant 
programs. Results of the study demonstrated that intervention 
by physicians trained as educational consultats significantly 
affected implementation of elements of continuing education 
programs for physicians. However, most education activities 
stimulatecj were of the classic variety and dealt with familiar 
areas of medical practice, e.g., grand rounds on "Hypertension", 
or lecture on "Leukemia". 

iVhile this study was in progress, health care consumers in 
depressed areas were increasingly challenging the medical 
profession's expertise, responsive and right to define proper 
health care. Consequently, the Division of Physician Manpower, 
Bureau of Health Professions Education and Manpower Training, 
NIH funded PMI to modify and study its consultation techniques 
when used to stimulate medical staffs of three hospitals to: 
1) recognise the special health needs of the poor in their 
communites, and 2) develop responsive physicians education and 
service programs. 

We will describe the consultation model that was developed 
and discuss highlights of what we learned while trying to apply 
the procedure. We t. 'ight it important to emphasize the inter- 
locking nature of medical, socio-economic, psychological and 
cultural aspects of health care problems of depressed area 
residents and their hospitals . Tnerefore, the logical direction 
was to abandon our exclusively physician-oriented consultative 
focus. In its stead we substituted an interdisciplinary team 
of consultants. The team consisted of two physicians, a cultural 
anthropologist, a psychologist, a public health educator and 
supporting evaluation personnel, used in varying combinations. 
The team collectively possessed expertise in medical education, 
community medicine, health care delivery systems, as well as 
educational and evaluation methodology. 

Extending the team concept, we envisioned working with 
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a ''corresponding" interdisciplinary team of hospital personnel 
led by members of the medical staff, and including represent- 
atives of nursing, allied health and administrative staffs, as 
well as trustees. 

Our intent was to have the two teams examine the de- 
pressed area community and the hospitals relationship to it 
as a "patient", with the health care problems of such a "patient" 
the subject of discussion. Thus, in addition to its function 
as an educational catalyst, the consultation procedure itself 
was to serve as an educational activity. 

We selected three dissimilar target hospitals: 1) a 
large, urban institution in the midst of a black ghetto: 2) a 
smaller institution in a predominantly low income, white conunu- 
nity of high population density; and 3) an institution on the 
fringe of an economically declining, medium-sized former "mill 
town" possessing a significant Spanish speaking population. 

The consultation process can be illustrated by a descript- 
ion of its evolution at one of the hospitals. The hospital in 
question is a modem 600+ bed institution located in the 
midst of an urban ghetto. The hospital was about to begin 
construction of a multi-miljion dollar, centralized and 
specialty-orientated ambulatory care facility. The ^'neighborhood" 
adjacent to the hospital contains approximately 20,000 residents, 
half of whom are Black. There are only three privately practic- 
ing physicians in the area, and they do not have admitting 
privileges at any hospital. The city's poverty program has 
designated the neighborhood as its top priority target area. 

The consultation process at this hospital consisted of four 
distinct phases: 1) entry; 2) hospital team formation; 3) informa- 
tion gathering; and 4) program planning. Initial entry evolved 
through informal discussions with members of the administration. 
At the outset, PMI requested involvement of key medical staff 
leaders and leaders of other departments of the hospital. We 
presented our goals, objectives, and the format of the project 
at a meeting chaired by the president of the hospital medical 
staff. Hospital representatives included service chiefs, the 
director of medical education, the director of the outpatient 
department, the director of nursing service, the head of the 
hospital personnel department, a member of the social service 
department and several members of the administrative staff. 

The consultation team presented itself as both a direct 



stimulant, and as an avenue to resources which the hospital 
could use to evaluate problems and needs of the surrounding 
community and to consider appropriate responses. Open dis- 
cussion indicated that the hospital was not totally unres- 
ponsive to needs of the community, but rather ^that its actions 
occurred in uncoordinated and isolated instances. Definition, 
interpretation, and even awareness of the existence of some 
problems varied from person to person. Many hospital 
representatives were astonished at the perceptions articulated 
by colleagues and the apparent communication gaps within 
their institution. Thus, for example, the chief of psychiatry 
expressed surprise and displeasure at learing that members of 
the psychology staff were providing sensitivity training for 
non-medical department heads in an attempt to increase their 
knowledge of the supervisory needs of ghetto resident employees. 
The psychiatrist stated that his annoyance stemmed from not 
being consulted. Facilitating such frank discussions, and 
helping to process the feelings they generated, was an import- 
ant part of our consultative team's job. 

At this and subsequent meetings, fragments of the community's 
perspective were also revealed. The hospital feit its responsi- 
bilities ended at its gates and that it should play no part in 
the political power struggle going on between the local poverty 
program and city hall over neighborhood funding priorities for 
health centers. The hospital's ghetto neighbors viewed the 
hospital as neither removed, nor properly so, from such an issue. 
The residents felt that the hospital's responsibility should ex- 
tend far beyond the delivery of health care to those who come 
to its doors. 

Militant Black spokesmen had already confronted the hospital 
with a set of specific, non-negotiable demands ranging from 
financial support for community-controlled neighborhood health 
centers through inclusion of local Black residents on the hospital' 
board of trustees to being the neighborhood's advocate to the 
non-ghetto community. 

Having long taken pride in the high quality of its medical 
services, the hospital was at a loss when so challenged. It was 
both understandable and predictable that the hospital would try 
to use PMI's efforts and resources to aid handling its immediate 
problems without having to alter what one hospital spokesman 
characterized as "a hundred years of doing our thing"* 



Our response was to urge the hospital to explore the 
problem more deeply. IVhen the hospital looked for immediate 
solutions to apparent problems, we frequently responded by 
asking more questions. Our intent was to mobilize their acute 
situational anxiety and to transform it into a motivational force 
which would lead them to pursue more lasting educational and 
service objectives- The need for more information was establish- 
ed. Equally apparent was the need for mechanisms to share it. 

The initial device selected was a hospital-wide information 
and perception-sharing seminar. To broaded the base of our 
consultation we included both indians and chiefs, those who 
could potentially take action, as well as those who could 
provide insights. Specifically, the seminar vas attended by 
representatives of the hospitals board of trustees, administ- 
ration, allied health areas, non-medical departments, as well 
as medical department chiefs, medical staff officers, and 
those physicians directly involved with operation of the 
neighboriiood health centers. 

The seminar •s topic was health problems of the depressed 
community and the hospital *s role in solving the problems. A 
variety of views were expressed including the administration's 
historical and current perspective, experiences of jrfiysicians 
working in neighborhood health centers, and a summary, of the 
hospitals employment and training programs for ghetto residents. 
One speaker's sensitive statement of how the hospital looked 
through Black eyes spurred vivid and heated discussion of 
latent racism in the hospital. 

Now, what of outcomes? First, the fact that such a seminar 
took place is significant. Second, communication was established 
between individuals who normally have little or no contact with 
each other despite common concerns. Third, following the seminar 
the president of the medical staff sent a letter to every 
member of the staff which included the following statement: 
"...the Trustees of the hospital have taken a forward step by 
recognizing that the geographical boundaries of the property 
are not the boundaries of the hospitals responsibility for health 
care. The Executive and Credentials committees have discussed 
the need for the staff as a whole to make a commitment to help 
meet the anticipated physician needs, particularly of the.... 
neighborhood health centers. Hadi chief has been encouraged to 
discuss with the members of his service these needs and our 
possible participation..." The meetings were held, and six months 
later the neighborhood health centers reported that staffing 
their clinics was no longer a problem. 



The hospital is now providing a small amount of equipment 
to the health centers and is also allowing the centers to pur- 
chase supplies through the hospital at its discount rates, 
t-urthermore, procedures are being instituted to speed-up 
transfer of records between the hospital and neighborhood health 
centers. 

More recently, the hospital initiated additional education 
programs which focused on issues and problems surrounding 
ambulatory care facilities snC .services* And finally, the 
hospital announced establishment of an Ambulatory Care and 
Community Medicine Department* The chairman of the new depart- 
ment indicated that one of the most significant steps taken by 
the hospital was to give a small group of physicians and adminis- 
trators power to effectively respond to community needs and prob- 
lems. 

The observed diffusion to the rest of the staff of the 
ideas generated by the seminar supports the rationale of our 
consultation strategy: that limited resources of a consultative 
agency can be used as a catalyst to promote education and 
ir^^olvement of increasing numbers of hospital personnel. 

The progress made by this hospital is certainly not to be 
solely, or even primarily, attributed to our inputs* However, 
we do think our presence provided stimulus, guidance and support 
for the hospital *s basic willingness to re-evaluate existing 
structures, functions and relationships when faced with new 
problems. 

In contrast, our efforts with the "mill town" hospital were 
fruitless* Initially, the administration and some menbers of 
the medical staff executive committee demoa'>trated interest. • 
This interest never spread to the rest of the staff, who were 
reported to have expressed the feeling that "we need fewer 
studies and more work". In reality, we suspect our efforts were . 
confounded because we did not take sufficient cognizance of a 
complicated and delicate internal political situation at the 
hospital and because we failed to convince our local advocates 
of the merits of our consultation approadi. 

At our third hospital, entry was again the greatest problem. 
Here we departed from our original model. We skipped over 



preliminary consultation with a cross-section of staff leader* 
ship. Instead^ at the invitation of the chief of medicine* we 
made our initial presentation to a fulJ staff meeting. This 
tactic backfired* Rather than heijditening staff interest, we 
only aroused antagonism and defensiveness, Ke vrcrc perceived 
as a threat to the existing education program and the normal 
dec is ion -making channels. After wore than six months of 
informal negotiations with the chairman of the education 
committee, and later the medical staff executive committee and 
the administration, we were able to begin anew. The hospital 
formed a task force to consider its relationship to the medical 
problems of poverty area residents and is utilising a series 
of guest speakers as a source of ideas. After a slow beginnings 
the prognosis is favorable. 

Ke feel our approach embraces four central concepts of the 
American Medical Association's program to improve health 
services for the poor adopted by the AMA House of Delegates at 
the 23rd Clinical Convention held in Denver, November 1969: 

1) It is a basic right of every citizen to have available 
to him adequate health care ... and the medical profession, 
using all means at its disposal, should endeavor to make 
good medical care available to each person. 

2) Ihe medical profession must take the leadership and 
actively support constructive community efforts to 
eliminate those conditions that adversely affect health. 

3) The health problens of the poor are basically 
community health problems, and since a national health 
program will not solve all of them, programs must be 
adapted to local needs. 

4) Health care to the poor should not be disassociated 
from, but rather should be a vital part of, the overall 
health care system. 

Successful implementation of action programs, -such as 
that of the American Medical Association, will require involvement 
of major segments of the profession. Our experience indicates 
that the AMA still has a major task ahead of it to promote accept- 
ancc of the concepts of its action program by state and district 
societies, and to effect their implementation by medical staffs 
of community hospitals. Techniques to stimulate physician and 
medical staff involvement will be needed* We feel the appro&di 
described is such a technique. 



In summary, the model of consultation that PMI has used 
to stimulate hospital medical staff involvement in health 
problems of the poor may be characterized by the following 
principles: 

1) Educational consultation is provided by an inter- 
disciplinary team; 

2) Consultation is used both as a catalyst and as an — ^ 
educational activity itself; 

3) Consultation stresses critical self-examination as 
an avenue to insights and corrective measures; 

4) Consultation seeks participation of individuals 

who will authorize, effect, and ultimately accept change; 

5) Consultation starts with recognitition of felt problems 
and seeks to motivate consideration of long-range planning; 

6) TTie approach seeks to maximize consultee involvement 
in program planning: 

7) Consultation tries to use educational mechanisms that 
will assure diffusion of its effects to the staff at 
large; and 

8) Consultation seeks to minimize the formation of 
dependency relationships. 

In spite of difficulties cited, the approach described can 
be a feasible technique to bridge knowledge, service and information 
gaps between innovative activists developing new health care 
delivery systems and the majority of hospital medical staffs 
which are, as yet, uninvolved. But we cannot overstress the 
effort, persistence, diplomacy and patience needed to translate 
philosophical positions and paper proposals into real and 
meaningful improvements in the health care delivery system. 



CONTRACT INTkODUCTION 



CONTRACT INTRODUCTION 



Need for Continuing Medical Education 

In the last two decades > the medical profession has become 
increasingly alarmed over the inadequacies and inaccessibilities 
of continuing education programs for physicians. The increasing 
need for continuing medical education is clearly presented in 
the November 1967 report of the National Advisory Commission on 
Health Manpower ^ which called for periodic relicensing of 
physicians. The report recommended relicensing based either upon 
certification of acceptable performance in continuing education 
programs or upon challenge examinations in the practitioner's 
specialty. Furthermore, in Brune v. Belinkoff , 2 court threw 
out the rule which measures a physician* s conduct by the standards 
of other doctors in his own or similar communities. The new 
standard is whether the physician has exercised the same degree of 
care and skill as other practitioners in the same specialty, 
regardless of where they practice. 

Many medical educators estimate that the best medical education 
and training can be obsolete in five years unless physicians make 
determined efforts to continue their education. Conventional 
methods of acquiring knowledge, i,e., reading journals and attending 
professional meetings, are no longer adequate due to the greatly 
accelerated rate of advances in the theory and practice of medicine, 
the practical requirements of physicians* normal activities, and 
changing societal pressures on the profession. 

Clearly, the techniques of the past will not serve the diverse 
and complex needs of today *s patients, today *s doctors, and today's 
hospitals. Since the responsibilities of practice and lack of 
readily accessible programs tailored to the individual physician*c 
practical education impede further educational development, new 
methods of educational dissemination are necessary. Although enormoiis 
expenditures have been and are being directed toward accumulation of 
medical knowledge, little means -end development has been directed 
toward diffusion of this knowledge. 



1. Report of the National Advisory Commission on Health Manpower. 
Washington: U.S. Government Printing Office, November 1967, 
Volume I., pp. 40:42 

2. Brune v. Belinkoff, 354 Mass. 102, 235 N.E.2d 793 (1968) 



The Community Hospital and Continuing Medical Education 



Legislative history accompanying Public Law 89-239 (Regional 
Medical Program) points out that within the community hospital 
setting, education programs can be designed to have real and 
immediate relevance to problems faced by practicing physicians in 
their daily activities. 

Postgraduate Medical Institute, PMI, believes that the community 
hospital is properly becoming a primary locus of continuing education. 
More than two thirds of hospital patients are treated at community 
hospitals. Here too, an education program can be related directly 
to patient care. Learning is enhanced when physicians and other 
health care professionals are involved in case presentations, 
when they seek competent consultation, when they attend educational 
sessions in an atmosphere which is conducive to exchange of ideas 
concerning health care of their patients. All of these learning 
conditions can exist in a community hospital. Therefore, educational 
programs can be developed there that are responsive both to the health 
care needs of the hospital *s patients, and to the educational needs 
of the practitioners. 



Postgraduate Medical Institute and Continuing Medical Education 

In recent years Postgraduate Medical Institute has focused its 
consultative efforts on continuing medical education program 
development in community hospitals. The evolution of these views and 
activities parallels that of the Institute, and is outlined briefly 
in the following section. 

PMI began its activities in 1953 by developing a circuit-riding 
lecture series for district medical societies and hospitals throughout 
Massachusetts. However, the post-war demand by ohysicians for such 
programs was soon satisfied, and interest in existing formal programs 
waned. Decline of interest was attributed in part to failure to 
relate lectures to community hospital educational needs, failure to 
provide administrative support at the local level and failure to 
provide educational formats to supplement the isolated lecture. 

In September 1961 a new program was established and implemented 
around the use of consultation to stimulate education program 
development at community hospitals. This program encouraged community 
hospitals and their individual staffs to develop their own coordinated 
programs in continuing education as a service to all physicians in 
the local community. Ihe basis of the approach was to stress local 
involvement in identifying local strengths and weaknesses, and 



ultimately in planning and executing programs addressed to local needs. 



These concepts were implemented and refined during a six year 
period by two PMI staff physicians working as educational consultants. 
The potential for rapid expansion of such activities utilizing 
additional part-time consultants attracted the attention of the 
Division of Physician Manpower, Bureau of Health Professions Hducation 
and Manpotver Training, NIH. Consequently, in 1967, PMI was awarded a 
contract NIH 70-4150 (PH 108-67-170) to consult with forty New Hngland 
community hospitals and to study the impact of the consultation. The 
study's preliminary results supported the fundamental efficacy of the 
consultation process. That is, consultation services by PMI-trained 
consultants significantly affected the implementation of elements of 
physician education programs. Hoivever, our educational consultants 
were all traditionally oriented physicians; and the educational 
activities they stimulated were of the classic variety, utilizing well 
known techniques of physician education, and dealing with familiar 
areas of medical practice, e.g., grand rounds — "Hypertension", or 
seminar "Infectious Hepatitis", or lecture "Leukemia". 



Depressed Areas, Poverty and Health 

The health problems of the poor living in depressed communities 
are entwined with a vast number of both medical and social factors. 
Illness is a multi-dimensional problem cutting across economic, 
educational, political and psycho-social lines. Therefore, a commit- 
ment to treat the medical needs of individuals existing at the poverty 
level cannot be the standard middle class diagnosis, prognosis and 
prescription. If one is to attend to the medical needs of the poor one 
must recognize that a stay in a hospital of X days or Y visits to a 
doctor's office xvill only temporarily arrest ailments. Recognizing 
that medical problems of the poor are multi-dimensional, it should be 
a given that the prescription for cure, whether education or care, must 
also be multi-dimensional. 

Federal statistics indicate that 50% of poor children have never 
had adequate immunization, 64% have never seen a dentist, 45% of all 
women who have babies in public hospitals receive no pre-natal care . . . 
the poor suffer three times more disabling heart disease, seven times 
more visual impairment and five times more mental illness, retardation, 
and nervous disorders. It must be assumed that health care delivery 
systems, as presently constituted, are only reaching select groups of 
our population. 

However, health care of the poor goes beyond the afore-mentioned 
problems. Sickness, deprivation and social instability are all 
characteristic of the poor and of depressed communities. Remediation 



becomes a monumental task with the inclusion of needs relating to diet, 
housing, accident hazards, sanitation, drugs, alcoholism, crime and 
the educational system. 

Health care problems of the poor are also rooted in the health 
care delivery systems themselves. Fragmentation, inaccessibility, 
inconvenient schedules, lack of effective communication between 
providers and recipients of health care services, all contribute to the 
breakdown of adequate health care delivery to the poor. In addition, 
discriminatory practices in training the poor as health professionals 
compound existing problems. 

Providers and recipients of health care facilities and services 
in depressed areas are confronted with major communication barriers. 
The dissonance between the characteristics of each group makes 
utilization of available services difficult. Establishment of a coherent 
and continuous community-based health care system is dependent on an 
understanding by each group of the others needs and functions. 

Lack of understanding about preventative health care systems 
creates a situation in which disease often times goes unchecked until 
it reaches critical levels. It is only at this time that individuals 
seek out medical care at either the neighborhood health facility or at 
the local general hospital. A chief resident at a general hospital in 
Boston describes this individual as one who comes in with one disease, 
unaware that he is also afflicted with other pathology which often 
times severely complicates the treatment of the disease of the primary 
concern. 

Part of the poverty individuals problem is a general lack of 
understanding about the health care system itself. The communication 
gap which exists between provider and consumer makes utilization of 
facilities and service all the more difficult. With the general 
fragmentation of health care it is no wonder that consumers become 
confused and frustrated when attempting to use the system. 

Too often, primary medical care in poverty areas results in discharge 
into the environment which characteristically contributed to the malady. 
The physician must recognize that altering the environment might be 
essential to eleminating thre disease. 

Physicians who work within a neighborhood health care model or in 
an OPD which basically treats the poor often times compound the 
problems by closing their eyes to the environmental issues involved in 
patient care. This lack of sensitivity to the needs of the poor 
generates a situation in which medical care is avoided rather than 
utilized. 



In order to change the situation from what it is to what it should 
be, it is necessary to define those areas in whi^ch physicians should be 
educated* The 1969 National Health Care Torum enumerated problems 
relating to the system and physician treatment of the poor» They 
indicate that the poor cannot obtain medical and dental services, even 
at minimum standards of adequacy, either because they cannot pay for 
them, or because those which are available to them without payment (or 
even with payment) are: 



1) Woefully lacking in quality and quantity, 

2) Inaccessible because of distance, time, or other practical 
difficulties, 



3) Designed to mete oxit categorical, mechanical treatment on a 
**production line** basis; not designed to meet the special 
needs of the poor, 

4) Dispensed with-. indifference, and more often prejudice and 
hostility based on race, 

5) Dispensed without knowledge of and concern about all the 
other problems with which the poor live: financial, social, 
psychological, 

6) Staffed by professionals from the outside and not from the 
disadvantaged area in which they are located, 

7) Discriminatory against the poor and especially the black and 
Spanish-speaking poor, in recruitment, training and advance- 
ment for professional and paraprofessional positions. 

These issues were coupled with other probleips: 

1) Fragmentation of health care services, 

2) Lack of availability and/or accessibility of needed health 
services. 



1» Health Care Problems of the Inner City, Report of the 1969 National 
Health Porum, New York City, National Health Council. March 1969, 115p» 



3) Lack of effective communication between health care providers 
and the people who need the health care services, 

4) Lack of consumer control over the amounts, types, hours, or 
location of health services. 

These indicate a need for a revaluation of the health care delivery 
system, in the light of new forms of education. The traditional 
system of care will no longer work with the existing environmental 
conditions . 

In order for poverty individuals to be able to utilize the health 
care systems, new methods of delivery may be needed. Acceptance of 
the new systems will require educating both recipients and providers. 

In 1968, the Division of Physician Manpower asked PMI to try to 
modify its consultation techniques in order to stimulate development 
of relevant continuing medical education programs in community 
hospitals located in depressed areas. On February 3, 1968, contract # 
NIH 70-4149 (PH 108-69-47) was awarded to PMI to carry out these 
activities. This document is the final report of the contract. 



CONTRACT IMPLEMENTATION 



CONIKACT IMPLHMUNTATION 



Phase I Summary 

Work proceeded according to the Plan of Progress included 
in Appendix A. Phase I objectives covering recruitment and 
orientation of personnel, development of the consultation model 
and procedures, and selection of hospitals were accomplished on 
schedule. 



Recruitment of Personnel . 

All necessary personnel were recruited on schedule. Affilia- 
tions of all contract personnel other than Postgraduate Medical 
Institute central staff are included below. 



CONTRACT PERSONNEL 

Postgraduate Medical Institute Staff 

Norman S. Steams, M.O., Project Director 

Robert A. Gold, Ed.M., Project Coordinator 

George T. Nilson, M.P.H., Field Director 

Marjorie Getchell, M.A., Evaluation and Education Advisor 

Marcie Boucouvalas, Research Assistant 

Jean Diamond, Research Secretary 



Community Medicine Consultants 

Arnold Golodetz, M.D.^ 

Associate Professor of Preventive Medicine^ 

Tufts University School of Medicine 
Donald A. Kennedy, Ph.D., 

Assistant Director, Center for Community Health and 

Medical Care, Harvard University School of 

Public Health 
Bernard M. Kramer, Ph.D., 

Associate Professor of Preventive Medicine^ 

Tufts University School of Medicine 
Thomas Durant, M.D., 

Assistant Director, Massachusetts General Hospital 
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Research and Evaluation Consultant 

Ezra V, Saul, Ph.D., (deceased) 

Consulting Director of Research, Postgraduate Medical 
Institute; 

Professor of Psychology, Tufts University 



Guest Educators 

Herbert Constantine, M,D., 

Chairman, Department of Ambulatory Care and Community 

Medicine, Rhode Island Hospital; 

Associate Professor of Medical Science, Brown 

University Medical School 
H. Jack Geiger, M,D,, 

Professor and Chairman, Department of Community Health 

and Social Medicine, Tufts University School of Medicine 

E. Richard Weinerman, M.D., (deceased) 

Professor of Medicine and Public Health, Yale University 
School of Medicine 



Development of Consultation Model and Procedures 

In December, 1968, a task force consisting of Donald Kennedy, Ph«D«, 
Harvard University School of Public Health; Erra V. Saul, Ph^D., Tufts 
University School of Medicine; Thomas Durant, M.D., Massachusetts 
General Hospital; Norman S. Steams, M.D., Robert A. Gold, Ed.M., and 
George T. Nilson, M.P.H., PMI and the Institute's research staff 
began to actively consider the unique problems associated with the 
continuing education of physicians in hospitals located in depressed 
areas. Subsequent to receipt of the contract the task force expanded 
the scope of its deliberations to include examination of potential 
target hospitals and alternatives to the type of consultation under 
study in contract no. NIH 70-4150 (PH 108-67-170). Ihc task force 
debated the merits of alternate consultation strategies and foci in 
an attempt to develop a consultation service relevant to problems 
faced by hospitals located in depressed areas. 

A concept basic to PMPs activities and one which was under 
study from 1967 - 1970 in contract NIH 70-4150 (PH 108-67-170) is that 
in-person consultation to community hospitals can be used to stimulate 
interest in the dc-velopment of continuing education programs utilizing 



physicians and others at the local level to plan and implement 
the programs. 

Under Nil! 70-4150, PMI consultants for educational program 
development wore all physicians* The programs implemented were 
of the classic variety utilizing fairly well known techniques of 
physician education and dealing with familiar areas of medical 
practice in their subject content, e.g.. Grand rounds - "Hyper- 
tent ion'*, or Seminar - "Infectious Hepatitis", or CPC - "Leukemia**, 
etc. 

The purpose of NIH 70-4149 was to develop and evaluate the 
consultation procedure itself as a teaching technique and as a 
device to establish and maintain relevant educational programs 
for physicians in hospitals located in depressed areas . 

Consequently, our staff of physicians, educators and be- 
havioral scientists began by pondering the problem of how to best 
modify our traditional physician-to-physician consultative 
approach. Our immediate objective was to develop a tedinique 
that could prod hospital medical staffs to take a fresh look at 
the unique health care problems of the poor in their communities. 

Our staff realized the importance of emphasizing the inter- 
locking nature of medical, socio-economic, psychological and 
cultural aspects of the health care problems of depressed area 
residents and their hospitals . 1 Therefore, the logical 
direction was to abandon our exclusively physician-oriented 
consultative focus. In its stead we sid)stituted the concept of an 
interdisciplinary team of consultants. The team consisted of 
several physicians, a cultural anthropologist, a psychologist, a 
public health educator and supporting research personnel used in 
varying combinations. The constituted team collectively possessed 
expertise in medical education., community medicine, health care 
delivery systems, as well as educational and research methodolo^. 
This approach was designed to facilitate achievement of our initial 
objective: to orient continuing medical education activities, includ- 
ing planning, to the specific task of aiding physicians in their 



1. See Cherkasky, Martin, M.D., Medical Manpower Needs in 
Deprived Areas. Journal of Medical Education 44:126-131, 
February, 1969; and Wise, H. B. , Montefiore Hospital 
Ncighboriiood Medical Care Demonstration, Milbank Memorial 
Fund Quart ., XLVI: 297-307, Number 3, Part 1, July, 1968 



development of programs which would improve the care of patients 
from depressed areas served by the hospital « 

Extending the team concept, we envisioned working with a 
••corresponding" interdisciplinary team of hospital personnel led 
by menders of the medical staff, and including representatives 
of nursing, allied health and administrative staffs, tis well as 
trustees, all of whom might, of necessity, be involve*! in programs 
of education which seek to further the gcal of providing better 
care to patients fron: depressed areas served by the hospitals 

Our intent was to have the two teams examine the depressed 
area community and zhe hospital* s relationship to it as a ••patient", 
with the health care problems of such a •'patient** the subject of 
discussion* Th/s reflects another significant modification in our 
original use of consultation, i«e., in addition to its function 
as an educational catalyst, the consultation procedure itself was 
to serve as an educational activity. Thus, for example, instead 
of utilizing the well known technique of a grand round discussion 
directed at a given patient with a specific medical problem such 
as hypertension, we would use consultation as the educational 
technique focusing on the depressed area community and the hospital's 
relationship to it. 

While making significant changes in our traditional approadi 
to consultation, the new model appeared to still be consistent 
with the extrapolated principles of adult education, sumarized 
below, on which the original model was predicated* ^ 

The learner must set or accept the program*s goals and be 
involved in program planning * 

The physician/learner should participate in defining the 
objectives and organization of the program so as to assure 
its reflecting his interests and needs, 

Learning must be problem-centered* 

In order to maximize an educational experience's benefit 
to the physician/ learner, he himself must feel that the 



1. Gibb, Jack R., "Learning Iheory and Adult Education**, Handbook 
of Adult Education in the United States, edited by Malcolm S* 
Knowles* Washington, D.C.: Adult Education Association of 
the U.S.A*, 1967, pp* S4-64* 



experience deals with a problem he has not one that 
the instructor feels he should have* The instructor 
may recognize what facts, techniques, etc« , would be 
most useful to the ph/sicinn/lcarner, but until the 
learner shares the instructor's insights, maxiiaum 
learning cannot take place* 

Learning must be experience-centered * 
Tiie learning experience must be relevant to the patient 
care problems of the learner. Educational inputs shoulc 
not be abstract, isolated or **ivory towerish*\ Basing 
the educational experience on data relating to the 
learner's problems will help him accepv the learning. 

The learner must feel free to openly participate in the 
educational experience . 

An accepting, supportive atmosphere is needed among ail 
those participating in an educational experience. Such 
an atmosphere will enable the physician to operiy discuss 
what he has done, what he knows, what he may have done 
wrong and what he may not know* The need for such an 
atmosphere is clearly evident if the physician is to be 
encouraged to use his. private patients for educational 
experiences such as grand rounds or audits* 

The learner must have feedback about his progress. 
In A learning situation where participation is large ly 
based on the physician's self-assessment of his learning 
needs, it is extremely important that the education 
program provide him with some means of measuring his 
progress against his level of aspiration. Program 
evaluation should help the i^iysician to see the results 
of his efforts* 



Selection of Hospitals 

The contract contained no specifications regarding the establish- 
ment of hospital selection criteria. A wealth of characteristics 
exist which might form a basis for selection. Investigation and 
research of selection criteria resulted in potential candidates being 
limited to general, short-stay, community hospitals. In addition, 
a selection procedure evolved which took into consideration six 
parameters which the task force felt to be relevant, available 
indices of poverty in the area; plus, the task force's considered 
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judgment of the suitability of working with particular hospitals. 
Ihe six parameters included indices of each potential community's: 
1) median income; 2) percent unemployment; 3) adverse condition 
of houses; 4) per cent Negro population; 5) per cent non-white 
popualtion; and 6) population density. 

The limited number of hospitals in the study made unfeasible 
any attempt to approximate national or regional distribution of 
hospitals by bed size or geographic location as was don in 
Contract No. NIII 70-4150 (PII 108-67-170). The investigators chose 
rather to select hospitals with a view to maximizing the variety 
of situations in which to examine the effectiveness of the con- 
sultation procedure. To that end, hospitals selected included: 

1. An institution on the fringe of an economically declining, 
medium-sized former "mill town" possessing a significant 
Spanish speaking population; (An effective consulting rela- 
tionship was not achieved with this hospital. Since the 
analysis of this hospital's failure to respond may be subjec- 
tive, it will be designated as Hospital A (H-A) in this 
report); 

2. A large, urban institution in the midst of a Black ghetto; 
(Rhode Island Hospital, Providence, Rhode Island); 

3. A smaller institution in a predominantly low income white 
community of high population density; (Somerville Hospital, 
Somerville, Massachusetts). 

Profiles of the hospitals and their adjecent communities are 
included in Figures 1 and 2 below. 

Figure 1 
Hospital Characteristics 
— Staff Size ^ Bed -i: 



Active Courtesy Consul tint; 

al A fH-A) 73^^ 62 25 251 



Bll2i^ I-^lnnd Hospital 318 37 144* 6S0 

Somerville Hospital 50** 47* 37 ^43" 
plus 13 senior 

1. Categorisation of staffs into active, courtesy and consulting listed 
as reported by the individual hospitals. 

* Dental staff members included in total figures. * 

Hospita l A - S active dentists included 
Somerville - 27 courtesy dentists included 

** Associate staff members included ii. total figure. 



Figure 2 



Socio- 


ccon-^ni I' Ch tr.-'ctcrist ics 


^ of T.-ircct (loiiimiini tics 






Hospital A* 


Somcrvillc * 


South Providor.v: 


*• Xc,'»ro 


.4 


.4 






% iN'on-Miite 
(Ncrro 5 other) 


.5 


.5 
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% UncT-inlovmcnt 


5.2 


4.1 




8 


Median Income 


$5679 


$6024 




S5069 


% Adverse Houses 
deteriorating § 
dilapidated 


14.8 


14 




48 


Density 

people per 
sq. mi.) 


6467 


21,967 




18,780 



Characteristics reported conprise those parameters utilized in selection 
of hospitals for study. 



Data information source - for H-A and Somerville, I960 Census Tracts 
and 1965 state census as reported in Town and City Monographs of Mass. 

Data information source for South Providence area - data as reported frc*^ 
findings of South Providence Model City Progran's study based on a 10a 
sample of population. The South Providence neighboriiood constitutes the 
hospital *s geographic environs. 



Additional support for selection of the three primary target 
hospitals came from the fact that each is located in a community 
whose problems warranted its inclusion in the ''Model Cities" 
Program. 
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Phase II Sununary : 

Phase II objectives included initial presentations to 
the hospitals and follow-up consultations to obtain their 
commitment to the project. ITie objectives were inet on 
schedule at Rhode Island flospital (RIH). Achievement of 
the objectives was delayed at Somerville flospital and 
Hospital A eventuating in the contract being entended 
through December 1970 without additional funding. 



Initial Hospital Presentations 

Initial contact with hospitals was made via telephone 
calls or in-person communication to a specific individual 
(the president of the medical staff or the hospital 
administrator) taking advantage of personal acquaintances 
or relationships where such existed. Of each hospital, PMI 
requested the opportunity to present the "poverty project" 
to a representative group of the medical staff. In two 
of the hospitals, Rhode Island and Hospital A, the 
administration of the hospital was centrally involved from 
the initial contact onward. 

The initial presentation at the Rhode Island Hospital 
was made to a group that included the chiefs of the various 
services, the president of the medical staff, the director 
of medical education, director of the outpatient department, 
the director of nursing service, chief of hospital personnel, 
social service representative and several members of the 
administrative staff. 

Doctor Steams and the late Doc: . Saul presented the 
goal of the program as being to he hospital and its 

medical staff better meet the health needs of the poor by 
introducing or reinforcing modern concepts of community 
medicine through a series of education-consultation visits. 
The essential objectives and strategy points covered were: 

1. Sell and support hospital (medical staff) 
commitment to modern concepts of community 
medicine, e.g., treat community as the 
patient, i.e., hospital should: 

a. become aware o^ what constitutes the 
total patient; 



b. assess medical care needs of the patient; 



c. assess hospital, physician, etc. resources; 

d. assess what needs are not being met and why; 

e. develop new education- care programs to meet 
unmet needs and/or bolster medical staff in 
critical areas. 

2. Assist hospital (through consultation-education 
sessions) in conceiving, conducting and/ or supervising 
assessment of its patient (community). 

3. Assist hospital (through consultation-education 
sessions) to develop new education-care programs 
based on their own assessment of needs. 

Our goal was to introduce an approach and to help the 
hospital understand how to use it - we did not intend to do 
it for them. 



This basic presentation with slight variations was made 
by Dr. Stearns at a regular medical staff meeting of the 
Somerville Hospital on April 15, 1969, attended by approximately 
thirty physicians. The hospital permitted only a formal 
presentation and did not allow time for discussion and feedback. 
(Dr. Stearns was introduced as ^'today's speaker"). 

Dr. Stearns, Dr. Golodetz and Mr. Gold made the initial 
presentation of the project to the Hospital A on 
April 17, 1969. Present at the meeting were the medical 
education committee (numbering eight physicians), the president 
of the medical staff and the hospital director. 

Follov/-up Consultation 

At each of the target hospitals, one or more intensive 
consultations were required, subsequent to the initial 
presentation of the project, before lasting commitment was 
obtained. These consultations were geared to helping the 
hospitals see a need for the type of approach to educational 



program dovolopmont that we wore proposing. In some cases 
resistance, seemingly based on defensivcness , had to be 
confronted and worked through in a manner characterized 
by one of our consultants as *'not far removed from group 
therapy". 

Tlie Rhode Island Hospital, perhaps not incidentally 
experiencing the most community pressure, was the most 
responsive. A series of consultations involving Dr. Kennedy, 
Dr. Golodetz, Dr. Saul, Dr. Stearns and other members of the 
PMI staff and a core group of the Rhode Island Hospital 
resulted in a solid commitment to the project as reflected 
in the appointment of a medical coordinator and administrative 
staff back up. A special "situation room" was set aside at the 
Rhode Island Hospital, at the suggestion of Dr. Kennedy, for 
the purpose of gathering, collating and visually presenting 
data relevant to the poverty community served by the hospital. 
By the end of phase II a meaningful relationship had been 
established between the PMI "poverty team" and the Rhode 
Island Hospital that was to be a significant factor in 
assisting the hospital and its physicians to cope more 
creatively and positively with the health care needs of the 
poor people in its service community. 

Following initial presentation of the project at Somerville 
Hospital, eleven months of Phase II negotiation, consultation 
and prodding transpired before the hospital formally committed 
its participation. During that time PMI initiated follow-up 
contacts with the hospital a total of ten times, resulting in 
submission of a formal seven page proposal to the hospital, 
two in-person consultations, and a number of telephone consult- 
ations. 

A series of these telephone consultations during the 
remainder of the spring and summer of 1969 finally stimulated 
the hospital, in late September, to request a formal written 
outline of the approaches and programs that PMI was prepared 
to pursue. The hospital physician who was then acting as our 
liaison, and who supported our efforts, felt that a concrete 
written proposal, offering several options, would have the 
best chance of being approved by the medical staff executive 
committee. 

The requested outline, designed to provide a focus for 
the committee's reconsideration of the project, was developed 



and forwarded to the hospital on October 14, 1969. A 
copy of the outline is included in Appendix B. 

On December 19, Dr. Stearns and Mr. Gold were invited 
to a meeting of the executive committee, llie hospital's 
administrator was also in attendance. The committee 
apparently had met previously and discussed the proposal. 
They now asked for additional clarification of the kinds 
of activity the hospital would be asked to engage in if 
it participated. 

Dr. Stearns outlined the goals of the contract stress- 
ing its flexibility in terms of the types of activity that 
could take place within its framework. Dr. Stearns also 
reinforced the meeting chairman's invitation to those 
physicians present to share their individual experiences 
and insights regarding the scope of some of the problems in 
their community. This was done to (1) illustrate PMPs 
objective of helping the hospital see the value of systematic 
examination of the medically related problems of the people 
in depressed areas and (2) provide an actual educational 
experience for those present. 

Thus, for example, the chairman of the executive committee 
reported the existence in Somerville of a committee including 
two physicians, and representatives of charitable and other 
interested groups. Several physicians present claimed that 
this was ''the'* committee responsible for dealing with problems 
of the poor. Dr. Stearns" questioning uncovered the fact that 
the committee had no formal connections to, or delegation of 
responsibility from the medical staff of the hospital. Those 
present seemed to agree with Dr. Stearrjp that this information 
pointed to the need for open discussion among the medical staff 
of the status of current activities vis-a-vis medical problems 
of people in depressed areas. 

At a later point in the meeting, the community's only 
practicing pediatrician noted that since the introduction of 
medicare he was seeing more of the *'very poor*' than he did 
previously. IVhen the administrator noted that there were 
30,000 potential pediatric patients in the community it was 
obvious to those present that there still was room for concern 
at least in this area. 



Time limitations forced the pxcmature termination of the 



process. The chairman of the executive committee indicated 
that following further in-hospital deliberations he would 
convey the hospital's decision regarding participation in 
the project » The consultants left the meeting exhausted, 
but encouraged by the feeling that they had been able to 
bring their point to life. 

About two weeks later the chairman of Somerville's 
education committee requested a meeting with representatives 
of PMI. (It should be noted that our initial approaches 
to the hospital were made through another physician, the 
chief of medicine, hoping that a personal relationship and 
his known support would aid our cause). The committee's 
chairman indicated that he had been appointed chairman of 
an ad hoc committee to evaluate our proposal. He said that 
he attributed the negative response to our first presentation 
to a reluctance on the part of the staff to proceed with an 
educational endeavor that might potentially compete with the 
hospital's existing continuing education program, . He thought 
that progress could now be made if our project was funneled 
through the existing continuing education channels that he 
headed. 

As such, the purpose of his visit was to re-establish 
the basis of an acceptable working relationship. 

After a lengthy discussion of background information, 
the remainder of the meeting was devoted to consideration of 
an acceptable model for a program at Somerville Hospital. A 
program goal of developing staff understanding of the medical 
needs of people in depressed areas was agreed upon. Selected 
as a first step was the establishment of a staff committee to 
provide opportunities for communication as the hospital 
community, led by its medical staff, examined its role, vis-a- 
vis, the medical needs of the poor. The proposed committee 
would be composed of the chief of staff, "the community public 
health officer (member of the hospital staff), chairman of the 
education committee, the administrator or his representative, 
a social worker, a nursing representative, and representatives 
from the departments of medicine, pediatrics, surgery, general 
practice, and ob-gyn. 

Additional consideration was given to the potential uses 
of speakers or consultants as either resources to the committee 
or as speakers in a more formal education program. 



At the conclusion of the meeting the DMI: seemed favorably 
disposed toward PMI and the projects lie indicated that 
he would present the outlined program, as well as his full 
understanding of PMI and the project, to the ad hoc committee; 
it, in turn, would make recommendations to the executive committee 
or the whole staff regarding participation in the project. 

Thus, two months before the hospital formally agreed to 
participate, concluding Phase II activities at this hospital, 
we were well along with Phase III*s objectives of planning 
and implementing education programs. 



The process of obtaining commitment initially appeared to 
have held true to form at Hospital A. Following 
our initial presentation at the hospital only one additional 
in-person, clarifying follow-up consultation and several 
telephone calls were needed to produce a paper commitment from 
the medical staff executive committee and the hospital* s 
director, indicating that the president of the staff would 
serve as our liaison. 



More detailed discussions of the processes involved in 
obtaining the hospitals' commitments to the project, as well 
as analyses of the problems encountered, may be found in the 
evaluative case studies included in the Phase IV section of 
this report. 
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Phase III Summary 

As indicated earlier, difficulties encountered during 
Phase II delayed its implementation and resulted in the need 
to extend the contract beyond the original expiration date with- 
out additional funds. 

Activities of Phase III (Consultation to develop and Imple- 
ment formal educational programs) were telescoped over the qx- 
tended contract period. Phase III objectives were fully realized 
at the Rhode Island and Somerville Hospitals, but were not achieved 
at Hospital A. 



Teaching Consultations, Education Program Planning Consultations, 
and Formal Education Programs 

Having obtained Rhode Island Hospital *s commitment through 
our initial presentation and a follow-up consultation, a series 
of consultations ensued, ostensibly held to "plan" a series of 
"education programs'." As anticipated during our revision of the 
consultation procedure in Phase I of the contract, these "planning" 
consultations were in themselves significant educational activi- 
ties. Thus, in the process of "planning" educational programs, 
the consultation team was kept busy "teaching" the hospital a 
practical approach to program planning which centered on identi- 
fying and utilizing sources of information that would allow the 
hospital to: 

1. become aware of what constitutes the total "patient"; 

2. assess health care needs of the patient; 

3. identify relevant hospital, physician, etc., resources; 

4. assess what needs and problems are not being met and 
why; 

5. develop new education-care programs addressed to the 
unmet needs and problems; 

6. evaluate the impact of the programs. 

As will be seen later, this approach was both practical and fruit- 
ful, yielding completely unforeseen sources of information. 

The first formal program outgrowth of the planning cons ilta- 
tions was a decision to hold an extended, hospital-wide seminar 



to provide? an opportunity for the mutual shuriiii* of know- 
ledge, perceptions and opinions regarding (11 "health** pro- 
blems of the depressed community and (2) the most appn>pri- 
ate role for the hospital to play in the solution of those 
prob lems . 

PMI provided guidance regarding target populations, edu- 
cational methodologies, composition of.thc group, date, dur- 
ation and location of the session, and its evaluation. (See 
Phase IV, page72ror a report of the evaluation of the sem- 
inar conducted by the hospital at the suggestion of PMI. 'Ilie 
format selected for the seminar called for participation by 
representatives of the hospitaPs board of trustees, admin- 
istration, allied health and non-medical departments as well 
as medical staff. The hospital and PMI viewed the inclusion 
of these participants as a significant and innovative approach 
to the development of relevant continuing physician education. 
(A series of follow-up educational sessions within individual 
medical services were also planned.) 

In addition to providing consultation leading to the devel- 
opment and acceptance of the idea of the sc^^inar, ^'MI also direc- 
tly prepared some educational materials and suggest.-^d others for 
use in connection with the seminar. In particular, ?'MI prepared 
a twelve page edited collection of news clippings pertaining to 
issues of general health care deliver)- systenis and their partic- 
ular manifestations in South Providence [soe Appendix C). 

The hospital also accepted PMPs suggestion to provide a 
reprint of an article entitled "The Neighborhood Health Center - 
Reform Ideas of Yesterday and Today"*, n booklet distributed by 
the National Tuberculosis and Respirator)- Disease Association 
entitled Poverty and Health, the Problen/Roots of Change; a map 
of Providence showing the location of Rhode Island Hospital 
and Neighborhood Health Centers; and a brief description of 
the whys and wherefores of PMPs presence at Rhode Island Hos- 
pital . 

The execuitve Director of the hospital invited participants 
to the seminar entitled, "Seminar on Community Health. iTie 
meeting was convened at a motel near by the hospital on July 23, 1969, 
from 4 to 9 p.m. Participants included: 2 hospital trustees, 7 
administrators, 17 physicians, 2 psychologists, 3 nurses, 8 
members of non-medical departments, 3 PMI staff members, and 3 W1I 
consultants. Most participants occupied leadership positions in 
their respective hospital areas. Ihe PMI consultants included: 



*Now lingland Journal of Medicine. 280:1385-1391, 1969 



Arnold Golodctr, M.D*, Associate Professor of Preventive 
Medicine (Tufts University School of Medicine); Donald 
Kennedy, Ph.D., cultural anthropologist and assistant 
director, Center for Community Health and Medical Care 
(Harvard University School of Public llealthi, and Hzra 
Saul, Ph.D., (deceased) Professor of Psychology (Tufts 
University). All participants received folders containing 
the educational materials described earlier. 

Two formal, two-hour working sessions took place 
before and after an hour long informal discussion over 
dinner. Both types of interaction providcvl .1 unique 
opportunity for exchange of views among people wfio 
normally have little commerce with each other in the 
typical patterns of hospital function. 

After an opening charge by the Chairran of the 
Hospital's Board of Trustees, the executive director of 
the hospital gave an historical account of the evolution of 
the hospital's relationship to the neighboring community. 
Special attention was paid to events occurring since 
January, 1969 when the hospital was first confronted by a 
group of militant community residents bearing a list of 
demands that would require a change in the hospital's 
definition of its relationship to the co-^r.unity. The 
events, as outlined by the hospital's executive director, 
included picketing, confrontations, repeated negotiations 
and extended deliberations which led to the hospital's 
current reconsideration of its proper role and relationship 
to the community. 

The Directors of Personnel and Public Relations, 
Psychology, Nursing, Ambulatory Services, a Rhode Island 
Hospital physician working in a NeighborhocJ Health Center 
and others were subsequently called upon to present their 
varying perceptions, analyses and opinions regarding the 
hospital-community situation and the hospitnTs responsibility 
for the improvement of health care and health-related socio- 
economic problems in South Providence. Tl^ese presentations 
spurred vivid, sometimes heated discussions. 

A slide show depicting the living conditions in the 
slums abutting the hospital 'r grounds was -.^renared by the 
hospital administration and presented during dinner. 'Ihc two- 
hour period after dinner included inputs by PMI consultants 
and further discussions by the seminar participants. 



A more detailed account of the seminar's content and 
process is included in Appendix U Because ot its innovat- 
ive diaracter, complete proceedings of the seminar are included 
in this report as a sar.ple educational program. 

The full impact of the seminar and the ensuing service- 
wide sessions is analyzed in the Rhode Island Hospital Case 
Study in the Phase IV section of this report. However, one 
outcome is worth extra note here. The observed diffusion 
phenomenon, i.e., a spreading of the ideas generated by a 
limited group (the seminar) to the rest of the staff (via 
the hospital initiated and run follow-up sessions) evidences 
the feasibility and utility of PMPs fundamental education- 
consultation strategy: that limited resources can best be 
utilized in a catalytic fashion to stimulate others toward 
self-education. 

To render consultation regarding the planning of further 
educational programs, a team of 3 PMI staff members met with 
the liaison physician and several administrators at Rhode 
Island Hospital on N'oventer 14. The Rhode Island Hospital 
liaison physician pointed out that in the wake of the July 
seminar and ensuing small group meetings among the medical 
staff, a large portion of the medical staff of Rhode Island 
Hospital had become familiar with the concept of community 
health and with the philosophies and views held by various 
members of the hospital community. 

The liaison physician and administrators present thought 
that it would now be useful to provide the added stimuli of 
-fresh ideas from outside sources. A new set of educational 
programs bringing nationally known figures in community health 
and social medicine to the hospital were envisioned as the 
vehicle for such stimulation. Such individuals would be asked 
to relate their concrete experiences and problems encountered 
in working with innovative health care delivery systems in 
depressed areas. Hope was expressed that such communications 
regarding actual programs and their functioning would, in turn, 
stimulate the staff to further deliberations regarding what 
is feasible and advisable in the Rhode Island Hospital situation. 
In particular, the following plan emerged: 

1. Invite a nationally known figure in the field of 
community oriented health care, ideally for 1.5 or 
2 days. 



2. Allow him to familiarize himself with the community 
situation and the hospital via personal observation. 

3. Have him meet with the Ambulatory Services Committee 
as a consultant. 

4. Have him meet with a seminar group (similar to the 
one on July 23) for dinner and discussion. 

5. Have him deliver an address to a joint medical- 
surgical meeting Saturday morning. Subject matter 
to be his experiences in developing and implementing 
his program. 

6. Periodic small group meetings should follow during 
the weeks after these programs. 

A tentative target date of late January* - early February, 1970. 
was set for the first program. Those present from Rhode Island 
Hospital agreed to confer and develon preli-^innry plans regarding 

time, speaker and target audience. PMI representatives agreed 
to also think about potential speakex^. A list of recommended 
guest-speakers was sent to Rhode Island Hospital by PMI in 
December, 1969. 

In late December the hospital confirmed that the late E. 
Richard Weinerman, Professor of Medicine and Public Health, Yale 
Medical School, would be available for activities at RIH on 
Friday, January 30, but could not stay for Saturday. Under 
these circumstances, the liaison [diysician uid not consider it 
feasible tc have Dr. Keinerman directly address the majority 
of the medical staff (as planned for the r.eJical-surgical grand 
round on Saturday), stating that in the past the hospital had 
not been able to attract large numbers of the nodical staff 
for Friday activities. Though PMI urged the hospital to 
attempt a presentation with the general staff any\ iy, the 
hospital declined* All other aspects of the visit, however, 
were in keeping with the plan outlined above. 

Dr. Weinerman spent all day at RIH as a consultant, address- 
ing and consulting with various groups including the service 
chiefs, the ambulatory care committee, and the administration. 
In the evening, a reception and dinner meeting was held at the 
University Club in Providence for an invited group of 40 to SO 
people (medical staff and allied health leadership, administration 
and trustees) . 

During the day. Dr. Weinerman became familiar with the RIH - 
community situation, inspected hospital and neighborhood 



facilities, related his own ambulatory care experiences at 
Yale-New llaven, and made recommendations. After dinner, he 
outlined questions anil issues to which he felt the hospital 
should address itself. Ihese included the following: 

1. An4)ulator/ care cannot and does not exist isolated 
from the rest of the hospital-coinnunity complex of 
needs and health care. 

2. The ambulatory care"problem" (a new 25 million dollar 
edifice under construction, in the case of RIH) 
cannot be addressed out of context with the rest of 
the health cr^** delivery system. 

3. The health cr ">ysten must include a community* 
based system ox primary care anu referral as well 
as the hospital's specialty eriented ambulatory 
care clinics (67, in the case of Rl!!}. Such a 
system would integrate continuity of personalized 
care with specialty care of high quality. 

4. Advocating the ••principle*' of a connunity -based 
system of primary care as a foundation for the 
ambulatory care system, Dr, V.'eir.err.an indicated 
that the primary care component could be implemented 
through private physicians, neipborhood health 
centers, group practices, etc. a5 dictated by 

local condition^ 

5. Such a system m-ot be reinforced where existing, and 
developed where lacking. Institutions such as RIH, 
i^ile not solely responsible, should support the 
effective establishment and maintenance of such an 
overall system of health care for the community it 
serves. 

6. RIH might develop and maintain a nodel primary care 
delivery unit. 

Evaluation of the day by the prograr/s planners was favor- 
able. Prior to his sudden and tragic death a month later, plans 
were already underway to have Dr. Keinerr.an return *^or additional 
educational programs. Ihough a more conplete account of subse- 
quent activities and outcomes at the hospital is included in 
the Rill Case Study in the Phase IV section of this report, we 
would offer one observation here. The fact that only one plan- 
ning consultation meeting proceeded thi< second major education 
program, as compared with many such meetings required for the 
July seminar, evidences the educational value of maximizing the 
consultee's involvcm^ rt in program planning as well as the 
achievement of a non- dependency relationship in the consultation. 



Soon after the objectives of Phase II (commitment) 
appeared to have been achieved at ilospital A, progress 
5lo\\'ed at first and then s jDod entirely. 

By June of 1969 several consultations had produced 
tentativ. agreement to develop a session sir.ilar to the 
seminar then in planning at RIH. The preliminary plan 
called for a luncheon meeting with the Executive Cc littee, 
Trustees and physicians from the outpatient departments. The 
meeting, projected for the fall, was to focus on "considerat- 
ion of the HospitaTs role in the community. The hospital's 
representatives were not yet prepared to accept PMI's 
suggestion that community, social work, OEO, etc. representat- 
ives should also be invited. 

Several additional proddings by PMI, in late summer and 
early fall, aimed at finalizing plans and schedules for the 
seminar were not successful. The delay see-.ed to r<*flect a 
degree of insecurity on the part of the hospital regarding 
their abMlty to succesfully introduce and ir.plement this 
new type of education (both content and forr.at). Repeated 
efforts by PMI failed to move the hospital ar.d further 
attempts to involve it were abandoned. 



.\s indicated at the end of the Pha5e 11 discussion, by 
January 1970 a new and effective modus operandi had been 
established with Somerville Hospital. The new liaison 
physician supported our efforts, and in Varch the executive 
committee voted to accept his recommendation that the hospital 
part^:;ipate in the project. 

A series of consultations resulted in a decision to 
initiate educational sessions geared to the health care 
needs of depressed area residents. These special programs 
were integrated into the hospital *s existing continuing 
medical education activities. 

The first program centered on a p ^ mentation by Dr. Jack 
Geiger, Professor and Chairman, Department of Community Health 
and Social Medicine, Tufts University School of Medicine. Dr. 



Gcigcr discussed and contrasted his experiences in developing 
and operating primary health care services for people in 
depressed areas, including the Columbia Point program in 
Boston and the Mt. Bayou project in the Mississippi delta 
region. A lengthy discussion then ensued regarding potential 
applications in Somerville. 

Following a summer recess in the education programs, 
another special program was planned and conducted in October 
1970. Ihis time the guest speaker was our RIH liaison 
physician. Dr. Herbert Constantine, Director of Multiphasic 
Screening and Chief of Pulmonary Service, Rhode Island 
Hospital; Associate Professor of Medical Science, Brown 
Medical School. His topic was "The Relationship of the 
Community Hospital to its Neighbors", Dr. Constantine 
related the evolution of developments between RIH and its 
ghetto neighbors over the last few years. In the discussion 
that followed, Somerville Hospital representatives expressed 
a desire to collaborate with RIH as they both proceeded 
with their programs. 

The hospital is planning to continue to develop its 
new education program and PMI will continue to provide 
every assistance possible. After a slow beginning, the 
prognosis is favorable* 
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Phase IV Contract Hvaluation Activities 



Introduction 

Reflecting the developmental nature of the contract's con- 
sultation activities, evaluation activities followed a number of 
tacts, llius, evaluation activities included: quantitative tab- 
ulations and analyses of services rendered; case studies of each 
hospital focusing on consultation process and outcomes, as well 
as mediating factors within the institutions; discussions of 
hospital-conducted evaluative efforts stimulated by the consul- 
tation; and a report of a supplemental attempt to measure shifts 
in physician attitudes as a result of education. 

The current contract is a spin-off of contract NIH 70-4150, 
Evaluation activities of NIH 70-4150, which examined the impact 
of PMI's standard educational consultation, a relatively estab- 
lished and stabilized commodity, maximized assessment of its out- 
comes and minimized exaniination of its process. Ihus, the eval- 
uation design centered on an experimental nodel utilizing rela- 
tively large sample groups (40 experimental and 40 control) to 
ascertain the extent of ''change '' caused by the consultation, with 
little emphasis on assessing its process, i.e., the dynamics of 
the interaction between consultation and consultee. 

As noted in the Phase I section of this report, PMI's 
standard^ educational consultation techniques were extensively 
revised for the current "depressed area" contract (NIH 70-4149). 
Areas of c* anges in the consultation model included: the consul- 
tant, th .isultee, the consultation process and the types of pro- 
grams stimulated. 

Because of the innovative and developmental nature of the con- 
sultation procedure in the current contract, a decision was made 
early in Phase I, with the approval of the contract officer to shift 
the focus of the evaluation effort to permit a more definitive pro- 
cess study of the workings of the new consultation procedure. On 
the recommendation of Dr. Donald Kennedy, a cultural anthropologist 
and Assistant Director of the Center for Community Health and Med- 
ical Care of the Harvard University School of Public Health, a 
scheme was devised in which PMI's research staff and its consul- 
tants would serve as "participant-observers'* to note and record the 
process o ccuring at the consultant- consultee interface as well as 
consultation outcontes. Consequently, members of the Institute's 
research staff were present and involved in every phase of contract 
activities, including all consultation sessions. The data and in- 
sight gained through this process is reflected in the preceding 
"Contract Implementation" section of this report,, as well as in 
the Case Studies that follow. 
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Services Rendered - Quantified Summary 

Before proceeding with the Case Studies it may be helpful 
to suinmarize the services rendered to the three contract hospi- 
tals* As originally envisioned during the design period in Phase 
I of the contract, the consultation process would have three 
essential functions: 1) to get into the hospital and gain its 
acceptance; 2) to help the hospital gather information regarding 
needs that existed; and 3) to stimulate developnent and implemen- 
tation of relovr'nt education "urograms. Corresponding to these 
functions, wor'-' • the hospilals 'vai: expected to pass in an 
orderly fac.iion through three phases: entry, consultation, and 
program development as diagrammed below. 



Consultation Program Development Process 



Phases 


T ' ■ ■ 

ENTRY 


CONSULTATION 


PROGRAM 








DEVELOPMENT 



Figure 1 



However, as noted in Phase II and III sections of this 
report, observation of the consultation process under actual field 
conditions revealed a more complicated process. Consultation was 
not the relatively homogenous information gathering, program plan- 
ning phenomenon we had expected. Instead, circumstances required 
that consultation take on a variety of roles spanning the whole 
spectrum of activities indicated in Figure 1 above. First, dif- 
ficulties in achieving initial entry into two of the three con- 
tract hospitals led to the extensive use of consultation inputs 
in the entry process. Second, the innovative nature of education 
relevant to poverty or depressed conditions resulted in a need to 
**educate** key hospital members to the need for this type of edu- 
cation program and program planning. Consequently, consultation 
assumed an active ''teaching** role in addition to its functions in 
information gathering and program planning. 'Ihus, as observed 
under field conditions, the theoretically three phase Consultation 



Program Dovolopmont Process actually consisted of four stages 
reflecting the functions of activities in each stajje. llic pro- 
cess, as actually observed in operation, is diagrammed below: 



Consultation-Progran Development Process 



Phases 


ENTRY 


CONSULTATION 


PROGR.AM 
DEVnLOPMENT 


Activ- 
ity 

Stages 


-Initial Pre- 
sentations 


-Follow-up Con- 
sultations to 
obtain commit- 
ment 


-Teaching Con- 
sultations 

-Information 
Gathering and 
Program Plan- 
ning Consulta- 
tions 


- Formal Educa- 
tion Programs 



Figure 2 
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'Ilio following tables summarize the relative distribution of 
in-person units of service rendered across the four activity staj^es 
in the three contract hospitals, cummulatively and individual ly. 



Table 3 

Distribution of Units of Service " as a Ftmctlon of Activity Stages 



(Summation of all contract hospitals) 



Ser- 
vice 
Units 



-Initial Pre- 
sentations 


-Fol low-up Con- 
sultations to 
obtain commit- 
ment 


-Teaching Con- 
sultations 

- Information 
Gathering ar \ 
Program Plan- 
ning Consulta- 
tions 


-Formal l-duca- 
tion Programs 

! 

1 


3 


8 


1 

9 j 9 



1. Indicated figures do not include services to the Holyoke Model 
Cities Drogram and area hospitals as discussed in the ^'Contract 
Spin - Off Activities*' section of this report. 



2. One service unit is equated* with a consultation-education in- 
put averaging two hours (exclusive of travel) by 2-3 consul- 
tant?. IvTiere inputs varied, multiple or partial units were 
credited. Recorded service units include only in-person in- 
puts and do not reflect consultations conducted via telephone. 
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Table 4 

Distribution of Units of Service as a iMinction of Activity Stage 

(Rhode Island Hospital) 



Acti- 
vity 
Stage 



Ser- 
vice 
Units 



\ ^ 

;-Initial Pre- 
, sentation 

1 

• 


-Pol low -up Con- 
sultations to 
obtain commit- 
ment 


-Teaching Con- 
sultations 

-Information 
Gathering and 
Program Plan- 
ning Consulta- 
tions 


-rorma 1 HJuca- 
tion Programs 


i 1 

1. 


1 


6 


7 



Table 5 

Distribution of Units of Service as a Function of Activity Stage 

(Somerville Hospital) 



Acti- 


-Initial Pre- 


-Follow-up Con- 


T 

-Teaching Con- 


I 

-Formal Educa- 1 


vity 


sentations 


sultations to 


sultations 


tion Programs | 


Stage 




obtain commit- 
ment 


- Information 
Gathering and 
Program Plan- 
ning Consulta- 
tions 




Ser- 


1 


4 


2 


2 


vice 










Units 











ERIC 



Tabic 6 

Distribution of Units of Service as a Function of Activity Stage 

(Hospital A) 



Acti- 
vity 
Stage 



-Initial Pre 
sentations 



-Follow-up Con- 
sultations to 
obtain commit- 
ment 



-Teaching Con- 
sultations 



Formal Ilduca 
tion Pro- 
grams 



-Information 
Gathering and 
Program Plan- 
ning Consulta 
tions 



Ser- 
vice 
Units 



1 



3 



1 







0 



Inspection of Table 3 reveals that a total of 29 service units 
(adding up to approximately 115-175 man-hours of consultation) were 
delivered to the three contract hospitals. Of the total consulta- 
tion inputs to the three hospitals approximately 10% were expend- 
ed on "initial presentations" of the program; 28% went to "follow- 
up consultations -.o obtain (the hospitals') commitment (to the 
program)"; 31% were used for "teaching", "information gathering" 
and "program planning"; finally, an additional 51-6 of the inputs 
were needed in the conduct of "formal education programs." Table 
5 also points to where the four-part observed distribution of 
consultation efforts differed fron the theoretically expected 
three-part process. In order to complete the Entry Phase of 
Figure 1 eight service units (approximately 30-50 man-hours of 
consultation) had to be expended beyond the theorectically needed 
minimum of three "Initial Presentation" service units (or 
approximately 12-18 man-hours of consultation). 

Comparison of Tables 4,5, and 6 suggests that the extra 
effort required to achieve lintry was not common to all hospitals; 
that is, it was not simply a case of an across the board under- 
estimation of the effort needed to get into the hospitals and 
to begin working effectively. Local variables in individual 



hospital situations or consultation-hospital interactions would 
seem to have required the extra work. Potential analyses of these 
factors (expecially as they relate to the entiy problem) arc 
discussed in the individual case studies that follow. 



"Services Rendered - Case Studies" 

ITie following case studies depict the interactive process 
as well as the outcomes of the consultation with oadi contract 
hospital. An attempt has been made to differentiate the various 
roles the consultation played in educating depressed area hospitals 
to the need for a new approach to continuing education, as well 
as in planning and implementing the prograr^. .\nd finally, we 
have tried to assess those factors in the consultation, the 
iijspital, and the community which tend to ^id or iiiliibit hospital 
responsiveness to the consultation process. 



CASE STUDY I 



RHODE ISIAN'D HOSPITAL 



RflODP :3L/\M) HOSPITAL - A CASE STUDY 



Rhode Island Hospital (Rill), a non-profit voluntary general 
hospital, is a modern 600+ bed institution located in South 
Providence, an inner city area of Providence, Rhode Island, 
employing 3,600 people, RIH is the third largest employer in the 
state. 

In recognition of the current trend toward advocacy of early 
preventive or curative care on an outpatient basis as a means of 
reducing expensive hospitalization, RIIl began in 1963 to plan for 
construction of a new multi-million dollar arbulatory patient 
center (APC) . Tho APC plans, approved by the Trustees in 1968, 
proposed to improve the "typical outpatient department situation" 
by devising an appointment system and providing more personalized 
care through continuity of physicians. 

The neighborhood adjacent to the hospital is South Providence, 
the poorest of the areas comprising the inner city. Some 
characteristics ^ of its socio-economic conditions are: 

1. 50% of its population of 20,000 are Slack as compared 
with 5.3% in Providence as a whole, 

2. 8% unemployment as compared to 4.9': in Providence as a 
whole, 

3. 48% of houses are deteriorating anJ dilapidated as 
compared to 16.3% in Providence as a whole, 

4. a density of 18,780 people per square mile. 

As can be expected, there is a high concentration of problems 
related to the socio-economic environment in this depressed area: 

1. The rate of 266.7 illegitimate births per 1,000 live births 
in South Providence is compared to 61.9 for the city as a whole. 

2. Tlie infant mortality rate is 2.5 tiries greater than the 
overall rate of non- Inner City Providence. 



1. Data for South Providence: Findings of South Providence Model 
City Program's study of 1968. Data for Providence 1960 census. 



3. Tlic drug addiction rate in the year ending June 20, 1966 
was 36.2 known drug addicts per 1,000 males in the 16-29 age 
group as compared with 6.8 for the city as a whole. 

4. In 1966 the area also had the worst record in the city 
for incidence of venereal disease: the rate per 100,000 was 
684 as compared with 302 in the Inner City, and 113 in the 
rest of Providence 

Furthermore, disease statistics collected by the Rhode Island 
Department of Health indicate the poor state of health of Inner 
City residents in relation to the rest of Providence and to the 
United States. In South Providence, mortality and morl)idity rates 
arc even higher than those of the Inner City together. 1 

At the same time, there was no concerted attempt to meet the 
special needs of the poor. Private medical services available were 
limited to three privately practicing physicians, who did not have 
admitting privileges at any hospital. 

Therefore, the population of the area was almost completely 
dependent on the outpatient facilities of large hospitals in the 
area, and on their emergency rooms. The majority of residents 
had neither a private doctor, nor access to one, did not use any 
preventive services, and did not use medical facilities other 
than in crisis situations. 

To alleviate this situation, in 1967 Progress for Providence, 
the city's poverty program, established Neighborhood Health Centers 
(NHC). There are ten NHC's scattered throughout the Innc City 
including two in South Providence. These health centers, organized 
to approximate an office of a private physician, are staffed by 
internists, pediatricians and obstetrician-gynecologists in such 
a way that the same physician works in the sane NHC on the same day 
each week. This continuity facilitates foming a lasting doctor- 
patient relationship. Each NHC is also staffed by a Registered 
Nurse, and tw or three Neighborhood Health Aides who must be 
residents of the aroa. Little communication and relationship existed 
at that time betweci the hospital and the .NHC. The only tangible 
connection was through a few hospital physicians who did some 
••moonlight ing** at the NHC's, 



1. SeliK, nrccnberg, ••Statistics Show the Ne^d for Clinics in the 
Slum.^^ Providence Bulletin, February 27, 1068. 



Apparently the community was enthusiastic about the centers. 
Therefore, when the NIIC's were threatened with closing in 1968-69 
because of lack of funding, the community reacted by confronting 
Rlli with a demand for help. In .January 1969 a militant Black 
community group, supporting the NliC and calling itself the neighbor- 
hood's fact-kinding committee, confronted the leadership of RIH 
demanding that the hospital should be responsible for more than 
just the delivery of health c^.re. 

The group leader asked what the hospital had really done for 
the community. He stated that the hospital by expanding its 
boundaries was destroying homes in the community. He further related 
the lack of communication between the hospital and the surrounding 
community. He felt that people from the hospital just drive in 
and out of South Providence without knowing and caring about what 
is going on there. 

He also said that the MCs are the one good thing Progress 
for Providence had done for the community. He contrasted the 
dignified and individualized care, i.e., appointment system, 
continuity in doctor-patient relations of the NHC with the impersonal 
treatment received in the hospital's OPD. 

He further asked the hospital to provide funds to take over 
Progress for Providence's subsidy of the centers and staff the two 
clinics in South Providence, while allowing the community to retain 
control. In addition to granting material support, he called for 
the establishment of a protective good-neighbor policy, i.e., the 
black community wanted the hospital to use its influence as an 
advocate for the community in its dealing with the whii^ie establishment 
The hospital replied to the demand to subsidize the two NflC's by 
stating that it was in the "health business" and not in the "funding 
business". 

However, a hospital committee was then established to talk with 
community representatives. At a later meeting between these two 
groups, the Black spokesman presented a list of "non-negot iable" 
demands : 

1. One Black should be on the Board of Trustees, 

2. Tlie Board of Trustees should meet with the Black community, 

3. A list of the hc;pital's payscale and personnel policies, 
should be made available. 
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A. S2»000 per month per MIC (two) should be provided by thu 
hospital t 

5 4-6 hours per week of physician staffing shou/j provided, 

6. More training and recruiting of Black R.N's and I..I\N's, 

7. Barbed wire should be taken from the hospiCaPs parking 
lot fence because it is an insult to the community. 

Later, a conference on Health Care in the Urtan Ghetto, arranged 
by Brown University and the Health Department, was held at RIH. 
During the conference, the hospital was picketed for about two hours 
by members of SDS from Brown University and later, by people from 
the neighborhood. Their signs read, for instance, *Vhat has RIH 
done for South Providence?" "love thy neighbor, support the NHC's'\ 

Following these events, the Board of Trustees of RIH, in March, 
approved a new policy which supported activities of the Hospital 
beyond its boundaries, health care for the poor in the surrounding 
community and involvement in the NilC^s. Although this initiative 
held the potential to close the gaps between the providers and 
recipients of health care, the policy was not made public, and no 
immediate action was taken to implement it. 

Further negotiations and meetings took place between hospital 
and community representatives. However, a physician who represented 
the hospital in these "negotiations'* later characterized them to u5 
as holding-actions, saying that hospital representatives did not have 
authority tc effectively respond to these problems and to commit the 
hospital to appropriate actions. 

The hospital finally agreed to su|.ply some tangible property 
to the XIIC's, a refrigerator and medical supplies, as a token of 
their support. The Black spokesman took some hospital administrators, 
trustees, physicians and department heads on a tour of South 
Providence exposing them to the outward signs of slum life, dilapi- 
dated houses, heaps of trash and garbage, etc. 

At about this time, the PMI consultation team entered the scene. 
It was both understandable and predictable that RIH would try to 
utilize PMPs resources to aid in the solution of its immediate • 
problems. PMI resisted being sucked into the tempting role of 
problem solvers. We stressed that the immediate problems of the 
hospital were a reflection of a larger set of underlying problems. 



In order to help the aospital uiulcrstaiu' and cope with these 
underlying problems, PMI saw the necessity of oi;tabl ishing an 
educational program which would create learning capable of being 
transferred to problems yet to come, 

ilie Institute's consultants were well aware of the need to 
initiate the educational process at a point where the learners 
were, and to start the learning process with the felt problems 
of the learner* In this case, the learners were feeling great 
pressure and xve had to licip then see the need to examine the 
larger perspective of which their immediate preoccupation xvas 
only a part. '.Ve cannot stress too fully, the Persistence and 
patience which is required to mobilize the situational anxiety 
associated with a particular probl^n, and transform it into 
the motivation to pursue more generalized educational objec- 
tives. 

Our goal was to stimulate the development of continuing 
education programs relevant to the medical problons of the poor 
and the hospital's relationship to them; At times our consul- 
tants endorsed and supported appropriate existing activities 
initiated by the hospital itself. At other times, we more 
actively provided leadership and guidance to develop essen- 
tial educational programs. In the remainder of the case 
stady we will try to indicate the specific level of our inter- 
vention in the various activities that ensued. 

Following the hospital's initial response to the militants, 
a proposal for the establishment of fomal relationships be- 
tween the NUC's and the community hospital was discussed at 
a KMC Conference. It has been ascertained that N'HC's could 
not function indefinitely as autonomous units. Therefore, dis- 
cussions were begun with RIH and four smaller hospitals in 
the city concerning hospital-community relationships. As an 
outcome of these discussions the folloiving emerged: 

1. Patients of the HllC requiring subspecialty consul- 
tation were to be seen by appointment at the subspecialty 
clinic in the neighboring hospital, 

2. IVlien more sop? 5 sticated lab work and x-ray studies 
were needed for patients of the NHC, they would be done 
at the neighboring hospital. 



3, Patients of the NIIC requiring? hospitalization would be 
hospitalized at the neighboring hospital, 

4. llie emergency room at the neighboring hospital would 
provide coverage for patients of the NI!C from 9 p,m, to 9 a.m. 

As a result of this proposal, the Model Cities Program nlanned 
to coordinate medical care between RIH and the two NJIC's in South 
Providence. ITie administrators of the various hospitals said they 
would consult the trustees and staff of the hospitiils on thi. 
matter. Although RIH did not think it could solve all the problems 
of funding and staffing NIIC's and improving the socio-economic 
conditions in the neighborhood, it saw the need to revise and 
enlarge its hospital -community relationship. 

Ilie director of personnel at RIH seened determined, once she 
had the backing from the administration, to hire more people from 
the community by changing recruitment policies in such a way as to 
give untrained, but potentially skillful people from the black 
community, a chance for a job. In this instance, our consultants 
had merely to support these activities and facilitate spreading 
information. This new policy entailed the establishment of 
supplemental training programs in the hospital. 

In June and July at the instigation of the director of personnel, 
sensitivity training sessions were held by a hospitr t psychologist 
for 24 out of 50 non-medical department heads. These sessions were 
geared to develop an understanding of how a well meaning institution 
like RIH could be viewed as racist by its neighbors. Sensitivity 
sessions were also planned for primary supervisors to increase their 
responsiveness in dealing with employees fron the surrounding 
comiAunity. 

The increased empathy generated by these sessions enabled the 
hospital to initiate and affect new community-conscious programs. 
Soon after, other initiatives were forthcoming from the hospital staff. 
A pediatrician began screening a group of children from South Providence 
for summer camp. In addition, four RIH physicians began working 
in NHC's on their own initiative. Within the framework of the 
Laboratory Hducation Advancement Program Brown University, several 
young men (14-15 years old) from the community have been placed 
in laboratories of RIH. 

Tlie Nursing Department of the Hospital made a special effort 
to recruit Black candidates for Nursing School by making up credent- 
ials and deficiencies, and by giving financial support. Ihe 



enrollment of blacks in the Nursinc^ School increased to 10 out of 
the 91 candiates enrolled. Kill also establii^hed a Nursing 
Assistant Program which did not require a hij^h school diploma. 
This twelve week course was especially designed to meet the 
unique problems of young women from the South Providence 
community. 

l-urthermore, a Good Neighborhood Program was initiated 
to meet the urgent needs of ^he surrounding community. Letters 
were sent to all employees of the hospital requesting their 
support in the program and in contributing used clothing, 
furniture, bicycles and donations. 

Our consultation sessions did not provide all he stimuli 
needed to initiate these programs. But they did provide a 
forum where ideas could be exchanged and information transmitted 
between individuals involved in separate responses to a 
common problem. In many cases, participants reported that these 
sessions provided the first such communication. 

Our early consultation meetings resulted in a solid commit- 
ment to the project by the hospital. A plan was adopted which 
provided for various forms of education?.' programs which would 
exanir.e tiv: :xisting health care delivery system, the problems 
of this system as viewed by the community and the hospital, the 
potential areas of change, and the proper relationship and 
responsibility of the hospital towards the community. Hopefully, 
such self-examination and criticism would assure the acceptance 
of its validity and the initiation oi corrective measures 
through either direct action or education. The chances for 
acceptance of this plan was maximized because the hospital staff 
itself articulated the need for greater responsibility for the 
surrounding community and for improved hospital-community 
relations. It was also hoped that the hospital, in such educational 
endeavors, would not limit itself to short-term temporary education 
programming. Apropos attaining the goal of education for self 
reliance, PMI stressed the need to constantly re-evaluate existing 
structures, functions and relati'^nships and to adapt to new problems. 

Since the concepts of community medicine in general, and NllC*s 
in particular are still new, there was great uncertainty concerning 
the feasibility of these decentralized medical facilities and the 
inherent shift in the decision making power to the community. 
By this time, the consultants were aware that a few individuals 
in the hospital possessed a great deal of pertinent experience and 
information, that more individuals had a little pertinent knowledge. 



and that still more barely recognized the issues. 'ITiereforc, 
the consultants recommended convening a hospital-wide education 
forum where key individuals could share and explore their 
perceptions, and thereby, create a basis for disseminating their 
collective insights to the rest of the staff » Since those who 
will have to accept, authorize, or carry out change should be 
included in the process leading to recomnendation of the needed 
change, we broadened the base of our consultation to include 
those who could potentially take action as well as those who 
provide insights. 

The format of the forum, entitled Seminar on Community 
Health, included the participation of representatives of the 
hospital's board of trustees, administration, allied health 
and non-medical departments as well as medical staffs. The 
hospital and PMI viewed the inclusion of these participants 
as a significant and innovative approach to the development of 
relevant continuing physician education. The participants were 
invited by the executive director of the hospital to attend two 
formal, two-hour working sessions, and an informal discussion 
over dinner. A slide show was presented during dinner depicting 
the living conditions in the slums abutting the hospital. Both 
types of interaction provided a unique opportunity for mutual 
exchange of views among people who normally have little communi- 
cation with each other. Our consultants were presented as 
resource people to aid the deliberations of the seminar. 

The full proceedings of the seminar are included in Appendix D. 
Highlights of the discussion are summarized below. 

Tlie executive director of the hospital ^ ve an historical 
accjunt of the evolution of the hospital's relationship to the 
residents of the neighboring community including a list of demands 
that would require a re-evaluation of the hospital's definition 
of Its relationship to the community. Tlie events Included 
picketing, confrontations, repeated negotiations and extended 
deliberations which led to the hospital's current reconsideration 
of its proper role and relationship to the community. 

Tlie directors of personnel and public relations, psychology, 
nursing, ambulatory services, and a hospital physician working in 
a Neighborhood Health Center were subsequently called upon to 
present their varying perceptions, analyses and opinions regarding 
the hospital-community situation and the hospital's responsibility 
for the improvement of health care and health related socio- 
economic problems in the neighboring area. These presentations 



spurred vivid, sometimes heated diciissions which focused on the 
following issues: 

1. Definition of the needs and wants of the community, 

2. How the hospital is viewed through Black eyes, 

3. UTiat responsibility the hospital has or should assume, 

4. Suggestions towards a solution. 

One physician thought that since the corrnunity does not know 
how to make demands, the problems, such as housing' conditions , 
become disastrous. Another physician felt that since they don't 
know how to get medical services, the hospital should help them 
in that respect. 

There was a plea to view th^; needs of South Providence as the 
South Providence community sees them. It was r.oted that frotp 
this nersnective the new Ambulatory Patient Center would not fulfill 
the health needs, and therefore, probably wouKi not be used by the 
community. Tliis center would neither establish the needed continuity 
in doctor-patient relations, nor meet the desire of the community 
to be in control of the services. Since there are only a few 
family doctors practicing in the area, the need for the individualized 
services they provide can probably only be ":et in XHC's. Tliese 
centers are anxious to provide the needed personalized care and 
continuity in the doctor-patient relationship. It was pointed out 
several times, that the community does not particularly like the 
treatment received in the hospital's OPD where the only Black face 
they see is one of the floor sweepers and fellou* patients. 

The Director of Ambulatory Services would not accept the notion 
that the community rejected the OPD. He thought that people coming 
to the OPD receive the best services possib le^imder the circumstances 
of ever increasing costs, rising socio-econor.ic, emotional and 
behavioral problems, and inadequate staff. 

A physician working in a WIC pointed out that NHC's not only 
educate and motivate people to use the available medical facilities, 
but also promote useful career development rrci:rams. Another 
important function of the NliC's which is linked with the concept of 
control is developing and instilling pride i:; tr.e people of the 
community, liven at the risk of making a mistake, the decision making 
process is left to the recipients. 



As the director of personnel pointed out. '^I! is called 
racist by the community. One of the reasons s that although 
the hospital is the third largest employer in Rhode Island, it 
only employs 200 people from the community. She said that it 
may be a shock to many white employees to" hear the hospital 
called racist, but prejudice must be recognized before steps 
can be taken towards a solution to the problens. At that point 
the director of the dental clinic said that "it hurts to hear 
that these folks don't feel at home because the doctors are 
white", ile felt that the problem had been exaggerated because 
he had never heard any complaints and had never' seen any Rlil 
personnel show signs of racism. He further stated that although 
NIIL s are great for socio-economic cure, thev don't have the 
manpower to care for the health of the nation. Another 
physician challenged this assertion by askin? how manv Black 
physicians are chiefs of service. He said that there are none, 
and that is what racism means. He was sunported by another 
physician who said he had witnessed prejudice, and recounted 
discussions among the staff concerning whether they could allow 
the first Black resident in RIH to do a pelvic on a white 
patient. 

Related to the problem of racism, the Question of medical 
standards was brought up. Tlie physician who had pointed to the 
fact that not a single chief of service is Slack, was asked 
if he thought that the standards set up for health care in 
the hospital are too high. He responded "no". As viewed by 
the Blacks, there are not enough Negro ohysicians, not enough 
Negro students in medical or nursing schools, because they are 
not qualified, qualified by middle class standards. 

Hie staff asked whether the solution to this is to lower 
standards. Some then asked if lower standards would mean poorer 
service for the very people who were demanding that the standards 
be lowered. The physician stated that the cor„nunitv 
believed that even with lower standards of service, thev will be 
better off than they are now because they are getting zero. 

The question was raised of how much resnonsibi lity should and 
could the hospital assume? Can the hospital" limit its concern only 
to the medical problems prevailing in South Providence, without 
attacking the socio-economic root of the problen? Some people 
at the seminar thought that there were other social agencies that 
should be called upon for non-medical problens, such "as cleaninp 
up and improving the housing conditions. Another physician 



disagreed, and urged the hospital not to view things too 
narrowly. RIII should begin to help the community out oT its 
present muddle. He felt that if institutions such as lUII do 
not step in, then the government will fill the gap. T\\is 
alternative would threaten the medical system with direct 
government control. 

A much debated issue was the possible financial commit- 
ment on the part of RIII to fund two NHC's. Tl)e chief 
administrator thought that the hospital was still a long way 
away from assuming responsibility for even one Center. He 
said finances are not the issue since Model City is financing 
the two South Providence health centers. It is rather an 
organizational problem of coordinating OPD, emergency room and 
the NHC's services. 

A PMI consultant suggested that if the hospital is unable 
to make financial commitments, it should use its resources to 
bring in government money to mobilize the community to deal with 
their problems in a better fashion. 

A hospital physician charged that one could expect RIH, an 
institution with 400 staff members, to go beyond two centers, and 
to attack the problem in large scale. Others cautioned to tackle 
the problem step by step without going presently beyond the two 
centers. 



ViTiile some participants felt that the hospital was dealing 
with an emergency situation, and thus it had the task to put out 
the fire, others felt the hospital should demonstrate to other 
hospitals and agencies an approach away from the concept of putting 
out fires, and genuinely become concerned and involved in all 
aspects of life in the community. Tliey felt that the problem 
was not an emergency situation, but a continuous cycle. Since new 
solutions would create new problems, the hospital must expect 
constant pressure and not immediate credit. 

Some projects aimed at an improvement of the relationship 
between the hospital and South Providence community were report »1 
as already under way, or planned for the near future, i.e., chan.:es 
in the hiring policy, sensitivity training sessions for supervisors, 
training of more Blacks for nursing, a twelve week nursing assistants 
training program, and a Good Neighborhood program. Many suggestions 
concerning the hospital-community relationship were discussed. 



There was a suggestion made by a PMI consultant to help the 
community organize better to facilitate negotiations with the 
hospital. A PMT consultant urged the hospital to set up a group 
that could effectively and continuously deal with the coinnuuiity's 
problems and build communication networks. T\\c chief of the 
hospital staff suggested that such an organizational set-up 
should also include community residents. 

Another proposal, coming mostly from RIH physicians presently 
practicing in NlIC's, was to actually staff the centers. One 
physician said he was sure that out of the large staff of RIH 
enough interested doctors could be found to practice some hours 
per week in NIIC's. He also urged the hospital administration to 
help the NUC's with their administrative problens. 'ITie President 
of House Staff agreed by saying that many residents would like to 
practice in NHC's, feeling that it would be profitable to their 
education. 

Both the immediate verbalizations of the seminar's participants 
and their later written evaluations pointed to the educational 
value of the seminar. The latter came frc" survey conducted, at 
the suggestion of PMI, by the hospital adrinistration to evaluate 
the participants' reactions to the seminar. T:.e hospital's report 
of its evaluation of the seminar may be fo;;r.i on pat^ 72 of Phase IV 
of this report. 

Tlie seminar's impact may be considered ir.pressive also as 
viewed from the perspective of ensuing events. TIius, after the 
seminar, the President of the Staff sent out letters to all 
physicians in the hospital stating tliat the hospital had recognized 
the need to extend the boundaries of its responsibility and commit- 
ment to help meet the physician needs in ne'rtly evolving health care 
delivery systems. He then urged the service chief to hold discussions 
within their respective services of proble ms r^nd needs such as 
those articulated in the seminar. A nunher of such discussion 

meetings took place and six months later the NHC's reported that 
staffing their clinics was no longer a problen. 

This observed diffusion phenomenon, i.e., a spreading of 
ideas generated by a limited group to the rest of the staff, 
evidences the feasibility and utility of !\MI*s fundamental education- 
consultation strategy: limited resources can be best utilized in a 
catalytic fashion to stimulate others towards self-education. 

Another outcome of the seminar is that the hospital is now 



directly providing a small amount of equipment to health centers 
and is also providing indirect aid by allowing the centers to 
purchase supplies through the hospital at its discount rates. 
Purthermore, the transfer of records betKeen hospital anu 
NIIC's is being speedcd-up. 

A further consultation meeting resulted in a plan to invite 
several nationally known authorities in the field of community- 
oriented health care to the hospital to relate their concrete 
experiences and problems encountered in their work with innovative 
health care delivery systems in depressed areas. Tliese plans 
were carried through when the late Dr. H. Richard Weinerman was 
invited for consultation and educational activities at Rhode Island 
Hospital on Friday, January 30. 

During a day-long visit, Dr. IVeinerman had opportunity to 
become familiar with the Rill community situation, to inspect the 
hospital and neighborhood facilities in relation to his own 
ambulatory care experiences at Yale-New Haven, and to make 
recommendations. In the evening a reception and dinner meeting 
was held at the University Club in Providence for an invited group 
of 40^50 people, including medical staff, allied health, and 
administrative leadership as well as trustees. Dr. Weinerman 
nade specific recommendations. He urged RIH not to consider the 
"ambulatory care problem" in isolation from the hospital-community 
complex of needs and health care. He advocated a community-based 
system of primary care as a foundatio. ^or the hospital's specialty 
oriented ambulatory care clinics, and tuld RIH to consider* assuming 
partial responsibility for the establishment and maintenance of an 
overall system of health care for its neighboring community. 

The fact that only one planning and consultation meeting 
between the hospital and PMI team preceeded this second major 
education program as compared to many such meetings for the July 
seminar, and that most details of Dr. Winerman's stay were worked 
out by the hospital team gives evidence of the success of the non- 
dependency principle, and the principle of maximizing the consultee' 
involvement. 

'Ihe educational value of the day Dr. Weinerman spent with RIII 
was acknowledged by the program's planners when they indicated that 
additional individuals will be invited for similar educational 
programs . 

RIH has -begun to help PMI with its work with other hospitals. 
Dr. Herbert Constantine, the RIH liaison physician to PMI during the 



contract, spoke to Somcrvillc Hospital on October 30, 1970, regard- 
ing the relationship of the community hospital to its neighbors* 
Me shared some of the problems, responses and outcomes of the 
confrontations between the hospital personnel and the ghetto 
residents. The Somerville Hospital liaison physician indicated 
that he hoped the two hospitals would continue to cooperate n the 
future. 

Finally, the hospital has just announced the establishmc *: of 
a new Ambulatory Care and Community Medicine Department, T\\c 
chairman of the new department, who was involved with the earliest 
haphazard negotiations with the community, indicated that the 
establishment of effective mechanisms for responding to community- 
related needs and problems was one of the most significant develop- 
ments during the course of our work with the hospital* 

In retrospect, the willingness of this hospital to re-evaluate 
the problems concerning its relationship to the surrounding ghetto 
area, in the face of community pressure, and to take the necessary 
steps to meet these needs was essential to the success of our 
consultation strategy. Facilitating such openness may be a 
necessary prerequisite for the success of sinilar efforts at other 
institutions . 



HOSPITAL A - A CASE SI'UDY 



Hospital A (H-A) with two hundred and fifty bods and a staff 
160 physicians, active, courtesy and consulting, is much smaller 
than Rhode Island Hospital (Rill). In contrast to the url>an ghetto 
conditions surrounding RIII,II-A is located on a hill on the edge 
of an economically declining former ''mill town'' about an hour 
drive from Boston. The depressed community differs in composition 
from that of South Providence: it is predominantly white with 
a sizable Spanish speaking population, 5. 5*^0 unei:^ployinent , 15% 
of the houses are in deteriorating and dilaDidated condition, and 
population density of 6,467 people per square mile. 'Ihe target 
community is not adjacent to the hospital location, but is in- 
cluded in the H-A service area. There are two other hospitals in 
the city, both church run. Tl\c relationship between the three 
hospitals was characterized by a H-A-PMI liaison physician as 
"competitive'* and "non-cooperative." 

Khen PMI initiated contact with HosDital A, the hospital's 
activities with the community consisted mainly of supporting 
three types of community clinics - cancer detection, well-baby 
and dental. However, as later became apparent, the hospital's 
involvement emerged as fragmented, and not entirely altruistic 
to the extent that one spokesmen indicated that the hospital's 
efforts were, in part, conducted to yield service levels high 
enough to maintain grants. Furthermore, participation by staff 
members had dwindled to only two or three physicians who were 
donating their time. 

On April 17, 190 3 PMI staff members met with the Medical 
Education Committee of i-A the President of the medical staff 
of the Hospital, the Adm. -tistrati ve Director and 5 other physicians 
to introduce and discuss the poverty project. 

As with the other hospitals, we offered to provide con- 
sultative support to help the medical staff identify the health care 
needs of the poor and plan relevant continuing education programs. 
Again, the PMI team made it quite clear that their purpose was 
not to define the problems, or in any way to dictate what should 
be accomplished, but to help sensitize physicians to the needs of 
the surrounding community. 

llie PMI team was greeted warmly at this presentation meeting. 



Ilic President of II-A medical staff seemed to quickly perceive what 
PMI was ''selling". He immediately recognized the need to obtain 
from the medical staff, trustees and administration a commitment 
of concern and involvement with the poor people the area. 

It was suggested that the Hxecutive Committee of the medical 
staff discuss this matter further at its next meeting, and then 
respond to our invitation. 

On April 28, word was obtained that the staff had voted to: 

"accept the support of the Postgraduate Medical 
Institute and its staff in its attempt to assess 
the community health needs, particularly with 
reference to the disadvantaged populations of 
• • • 

In June^ word was received that the President of !!-\ had decided to 
become the liaison physician for PMI-H-A medical staff relations. 
In sum then, while Hospital A was not seeking help as actively as 
Rhode Island Hospital, they seemed receptive. 

On June 17, a meeting took place between three PMI staff 
members, one PMI consultant and the hospital's liaison physician and 
director. The consultation produced agreenent that the next step 
for the project at H-A was to develop a meeting similar to the 
perception-sharing forum, then in planning at Rhode Island Hospital. 
The preliminary plan called for a luncheon meeting with the 
Executive Committee, Trustees, and physicians from the outpatient 
departments. The meeting, projected for the fall, was to focus 
on "consideration of the hospital's role in the community". The 
hospital's representatives were not yet prepared to accept PMPs 
suggestion that community social work, OEO, etc., representatives 
also be invited to participate. 

On August 13, two staff members of PMI .xjaid a visit to H-A on 
request of the Director of the Hospital. He' requested consultation 
concerning ways to stimulate local resident's participation in 
neighborhood health facilities to which the Hospital contributed. 
The visit involved a site trip to one of the clinics. Ilie PMI 
staff made recommendations, and also used the onportunity to 
further discuss the upcoming seminar. The Hospital's Director 
now expressed interest in also including community residents (con- 
sumers) in the seminar. 



Following this contact, several additional proddings by PMI 
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aimed at tinnlizing plans and schedules for the seminar failed 
to produce the desired results. Tlic delay seemed to reflect a 
dcRrce of insecurity on the part of the Hospital regardinj; their 
ability to successfully introduce and implencnt this new type 
of education (both content and .orwat). PMI thought however, 
that with some coaxing and support, the Hospital would eventually 
move aliead towards the goal. 

More communications took place by mail and telephone between 
the Director of H-A and PMI» However, it was not possible to 
bring about the meeting with the executive comnittee, trustees, 
and physicians from the outpatient departments that had originally 
been planned. The Director of the Hospital now seemed reluctant 
to hold the seminar without full assurance of the staff's interest. 
ITie liaison physician now also seened reluctant. According to him 
only about 50% of the staff, namely those who were also involved 
in the group practice headed by the liaison physician, seemed 
particularly attuned to and interested in the problems of people 
in depressed areas, Tlie liaison physician characterized his group 
as the "progressive element" of the staff. 

In a renewed attempt to bring about a connitment to an 
educational activity, Dr» Stearns outlined some potential steps* 
He suggested that the hospital: 

1. Compile a list of people who have sone knowledge of the 
problems of medical care for the poor the area, and who can relate 
to others what is going on in the community. This list might 
include M.D.'s, R.W's, social workers, administrators, OnO, health 
departments, community representatives, etc. 

2. Compile a list of those who should be familiarized with 
the various multiple aspects of the problems and stimulated to 
become more involved and make more concerted efforts (e-g., trustees, 
those who are listed above, representatives of the medical staff, 
executive committee, and others), 

3. Arrange for these two groups to meet together for the 
purpose of presenting and sharing information, knowledge, etc. (if 
desired, in the presence of outside resource people such as 
community health care specialists (PMI consultants) or the Rhode 
Island Hospital liaison physician). Objectives of the meeting should 
be to plan one or several next steps and to consider such questions as: 

a. Should there be a planning counci' of M.D. 's and other 
representatives? 
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b. Should outside experts be brought in? 

c. Are there Known specific medical problems in the poor 
community that warrant specific medical educational 
sessions, e.g., T.B., V.D., malnutrition? 

d. Is it reasonable to do nothing new or nothing more? 

e. Should attempts be made to involve more people or should 
the situation be left where it is nov witn only a few 
persons involved (by self-selection).* 

The liaison physician's answer to these suggestions was that 
in his view, it is hopeless to try to get the staff at large 
involved- He said that only menbers of the group practice come 
meetings concerning health care services to the poor; only they are 
willing to do things such as work in the connunity clinics; the 
rest of the staff is not interested in this complex problem. He 
promised hoi^ever, to bring Dr. Steams' proposals up at the next 
staff meeting. 

Dr. Steams pointed out that it need not be the immediate (or 
even ultimate) aim of the educational prograr. as such to get the 
staff to man the clinics, but that PMI would like to first have an 
opportunity to improve awareness and to introduce a new anproach 
to the examination of the medical needs of poor people. 

On January 24, the liaison physician of H-A sent PMI a letter 
reporting the outcome of his hospital's staff meeting indicated 
above. The body of his letter is quoted below: 

•"Several days after our last conversation, I presented the 
background of the previous meetings and asked for people who 
had attended those meetings to speak on the ubject, and at 
that point, at our annual meeting of the staff which had an 
approximately 95^6 attendance and asked for a >te. t am 
extremely sorry to say that my original estimate thought to 
be a very low one by you, proved to be a disappointment to 
both of us, tor out of the entire staff of Ilospital A, 
only six doctors indicated tUat they had any interest 
in participation even to the extent of encouraging any, and 
of these six, four were already involved in our out-reach 



clinics and I am not certain that one of the others really 
heard the question. 

The Director nas definitely boen interosteu in the needs 
of the community and I chink some of us have some quite 
workable ideas about what the community needs, l)ut we have 
a numbei factors that are bothering us and I might list 
some of tnem as follow (sic): 



1. Total la k of physician interest. 

2. Multiplicity of agencies who have no coordinating 
method. 

3. Evanescence of many of these agencies. 

4. Tlie competitive non-cooperative lon-z-standing 
attitudes of three grade A hospitals in one community 
with a population of less than 90,000. 

5. It would be possible to establish a central coordinating 
agency and to expand the existing "o::t-rcach clinics" 

to include particularly in relatior.5hip to the three 
hospital out-patients' around the clock service if 
funding ivere forthco'ning for a reasonable period of 
time. 



I am sorry ^ but not at all surprised that instead of more 

interest that there is less interest, for the opinions in 

this area, at least, are hardening around a statement that 
we need fewer studies and more work." 



Though PMI was prepared to further pursue the development of 
a working relationship icith H-A, building on e problem factors 
as outlined by the liaison physician, and thouch the Somcrville 
Hospital also expressed interest in developinc sone type of 
coordinated activity with the H-A. area hosr'irrils, and offered to 
assist with their recruitment, we were not able to effect a lasting 
relationship. 

Strained relations within the hosnital between members of the 
large group practice and other members o*^ the staff may have 
contributed to our failure to obtain a unifieJ commitment to our 
project. We suspect that our efforts to cor/^inzo our local advocates 
of the merits of our program were not stron^c enough to overcome or 
cope effectively ivith the underlying political suituation. 
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SOMHRVILLIi HOSPITAL - A CASE STODY 



Somcrvillc Hospital, the smallest institution in the study 
has 148 beds and a total medical staff of 134, of which 50 are 
active members, the others, being courtesy or consulting members. 
It is located in close proximity to ma^or r.edical centers in 
Massachusetts. The surrounding community ;;as the highest 
population density in Massachusetts, 21,96" people per square 
mile; 14b deteriorating and dilapidated housing; 4.1o unemploy- 
ment; A% Black residents; and a relatively low average annual 
income of $6,024. 

Postgraduate Medical Institute (P'M) hcped to initiate 
deliberations to stimulate Somerville Hospital and its medical 
staff to identify the community's unique health care problems, 
its staff's educational needs relating to these problems and 
some possible solutions. Ke first tried to recruit the hospital's 
participation in April 1969. PMI departed froy. its normal 
pattern of preliminary consultation with a cross-section of 
staff leadership as utilized at Rhode Island Hcs'utal and at 
Hospital A. Instead, at the invitation of the Chief of Medicine, 
Dr. Stearns made our initial presentation to a full staff 
meeting. Dr. Stearns was presented as '•today's speaker". The 
staff listened but was unresponsive in sharv contrast to the 
reactions our initial presentations received at both Rhode Island 
Hospital and at H-A. Repeated efforts to foilow-up this initial 
presentation were fruitless for a long tir.e. v.'e later found out 
that our initial approach had only aroused antagonism and 
defensivenoss in the staff. IVe had been perceived as a threat 
to the existing education program and the norr-al decision-making 
channels . 

On June 9, 1969 the liaison physician of Sonerville flospital, 
the Chief of Medicine, reported to PMI that after consulting with 
the executive committee, the hospital staff did not think it had 
enough time to commit itself to the progra*". Responding to a call 
by the PMI project director the liaison physician stated that 
although the staff was not interested at that tine, maybe another 
PMI presentation could be scheduled for the fall. 

In September, the liaison physician requested a written outline 
of the possible programs and approaches to present to the medical 
staff committee. On October 14, PMI sent the*^ a summary of the 
intentions of the program, and five possible courses of action. 
A copy of the proposal is included in Appendix B. PMI hoped that 



the outline would provide a focus for the medical staff executi 
committees' reconsideration of the program. 



On December 19, the proposed fall presentation was realized. 
Hie hospital administrator and the executive con:nitteo met with the 
PMI consultants to discuss and clarify the pur:3osc of the program 
and specifically the overview sent to the hospital 'in October. 
Apparently the committee had previously discussed the proposal 
because they asked for additional clarificiations of the activities 
in which the hospital would be engaged. PMI's executive 
director then outlined the goals of the contract stressing its 
flexibility in terms of the types of activities, lie further 
encouraged physicians present to share their individual experiences 
and insights relative to the problems of their community. Tlie 
purpose of stimulating this discussion was to illustrate the 
value of systematically examining the medicallv related problems 
of depressed area residents, and to provide a 5a-.ple educational 
experience. Thus, for example, the chairr.sn of the executive 
committee reported the existence of a cor.nittee. including two 
physicians, which v;as responsible for the rroblens of the poor 
in Somerville. It was learned that the corrittee had no formal 
connection to, or delegation of responsibility from the medical 
staff of Somerville Hospital. This inforr.atior. rointed to the 
need for open discussion among the medical st;=ff' regarding the 
current conditions of the poverty area residents and their 
relationship to the hospital. 

On January 14, the hospital's Medical H-c-ion rommittee 
Chairman reported that he had been appointed ^5 
chairman of an ad hoc committee to evaluate TMI's proposal. 
Me said that he attributed the negative res-:«r.5e to the first 
presentation at the general staff meeting to reluctance on the 
part of the staff to proceed with an educational endeavor that 
migh^ potentially compete with the hospital's existing continuing 
education program, lie hoped that progress co-,:Id now be made by 
funneling the program through the existing continuing education 
channels which he headed. 



The DME indicated that in order to effectively present the 
project to his hospital he needed a reasonaolv detailed background 
of the nature of PMI, its activities and goals, including the 
details of money, time, and personnel costs to the hospital. 
After a lengthy discussion, the DME indicated that he had acquired 
all the background information he had requested. The remainder 
of the meeting was devoted to consideration of the DMU's suggestion 



for developing an acceptable model for a program at Sonierville 
Hospital. 'iTie agreed-upon goal of the program was to develop 
staff participation and realization of the needs of ))eople in 
depressed areas. Progress towards this goal would initially 
be achieved by the establishment of a staff comiiuttee whose 
objective was to provide opportunities for comnunucation, 'Ilie 
proposed committee would be composed of the Chief of Staff, the 
community Public Health Officer, Chairman of the education 
committee, the Administrator, a social worker, a nursing 
representative, and representatives of the departments of 
medicine, pediatrics, surgery, general practice and obstetrics- 
gynecology. Additional consideration was given to the potential 
use of speakers or consultants as either resources to the 
committee or speakers in a more formal education program. At 
the conclusion of the meeting the DMI: indicated that he would 
present the outlined program, as well as his full conception 
of the program to the ad hoc committee who would make reconPiend- 
ations to the executive committee regarding the participation 
of the hospital in the program. 

In March 1970, PMI Has notified that the executive 
committee in conjunction with the medical staff voted to accept 
the recommendation for participation in the project. Tlius, 
after many months of formal a.,d informal negotiations, we were 
able to go ahead and implement our program. 

Educational programs, utilizing national ly known guest 
speakers experienced in innovative health care delivery systems, 
were initiated in June of 1970. Dr. Jack Geiger, Professor 
and Chairman of the Department of Community Health and Social 
Medicine, Tufts University School of Medicine, addressed the 
medical staff on the issues in the delivery of primary medical 
care. The issues discussed focused on physicians who played 
an integral role in the medical care of the poor in the community. 



A second educational program held in October of 1970 
revolved around Dr. Herbert Constantine, the Director of Multi- 
phasic Screening and Chief of Pulmonarv Service at Rhode Island 
Hospital; Associate Professor of Medical Science at Brown 
University; as well as PMI's liaison physician with RIH. He 
shared nis views regarding some of the problems, responses and 
outcomes of the confrontations between Rhode Island Hospital 
personnel and its ghetto residents. Those educational sessions 
gave the medical staff of the hospital additional insights ito 



the problems and responses of other hospitals in depressed areas 
as they attempted to meet the nc^ds of the community residents. 

As was the case at Rlil, the consultation-teaching sessions 
at SoinerviUe Hospital were used 1) directly as teaching 
activities in that the consultants used then to help the staff 
see the need for poverty-related education program, and 2) as 
the procedure for planning the actual programs. However, where 
Rill created additional education programs using innovative 
formats, SomerviUe Hospital planned and implemented education 
programs within the structure of the existing continuing 
education program. niese programs utilized more traditional 
educational formats, such as informal lectures followed by 
discussion. 

Hie more deliberate approach followed bv SomerviUe 
Hospital is certainly a reflection, if not a' consequence, of a 
lower level of community pressure than that exerted on RIII. 
Yet, as Dr. Geiger said "it is really important that community 
hospitals... start to try to take another look, start trving 
to evaluate their own role in relationship to the problems 
of delivering health care for the poor. Tfiis (SomerviUe 
Hospital) is one of the first community hospitals that I know 
ot that is taking this kind of look." 

The hospital is prepared to continue its new education 
program beyond the period of the contract and PMI will continue 
to assist It. Xfter a slow beginning, the prognosis is 
favorable. 



Consultcc-Conductcd livaluation Activities 



A fundamental principle, of PMI's approach, to education is 
that assessment of its ijnpact should be an essential part of the 
education process* This principle contains at least thi^ee important 
implications for the program planner, 

1) 'File educational validity of an activit}' should not be 
assumed, a priori, in either absolute or relative terms; 

2) Evaluation of education should be cor.dacted to determine 
its value; 

3) Assessment of the impact of current educational activities 
should be an integral part of the planning process for future 
programs » 

In keeping with this principle, the consultant team encouraged 
the hospi.:als to conceive and conduct indeper.;.e:it assessments of 
the education programs developed under the ccr.tract, Rliode Island 
Hospital undertook such an evaluation in con; v.:':ction with the July 
25 hospital-wide ^'Seminar on Community Healt':-.," previously discussed 
in several sections of this report. A sir.pie nine item clieck-off 
questionnaire covered such areas as particip.-.nt *s reactions to the 
seminar's scheduling, format, materials, ce""vrs ition, and 
educational value. An open-endod invitation . .^^ also extended for 
more extensive comments and suggestions regsir^mg the seminar and 
future programs. The systematic rigor of thif e\aluation and its 
ability to demonstrate the impact of the ser.in.-.r beyond the **felt'' 
level are certainly open to question. Howevc-r, it was designed to 
produce data pertinent to: 1) assessing the aciivity's value; and 
2) planning future programs. As sucli, this ho.-pital-planned and 
conducted evaluation was consistent with th^ principle and 
implications with regard to education and ev.iluation outlined 
above, -hich the consultation sought to teach. 

The hospital's report of the results of the evaluation, 
including summarization of responses to the .r^es tionnaire and 
other comments, are reproduced on the follo^in^ pages: 



SLiMINAR ON COMMUNITY ilHALTH 
CRITIQUi: 

(Thirty-seven participants excluding P.M.I. - 
thirty-one questionnaires returned) 

1) Over and above the heating and noise problems, 
the facilities and arrangements at tlie Motel were 
adequate. 

Yes 29 N o 2 Qualified Yes Qualified No 

2) Did you find the background material distributed 
at the meeting of benefit to you? 

Yes 25 N o 2_ Qualified Yes 5 Qualified No 

3) l\Tiat is your opinion as to the size and composition 
of the group who attended the seminar? 

O.K._9 Too Large 16 T oo Small ^Composition: Good 8 

Poor 8 

4) Was the day of the week and time of the meeting 
convenient for you? 

Yes 26 N o 4 Qualified Yes 1 Q ualified No 

5) Was the time allotted for the meeting adequate and 
well utilized? 

Yes 25 N o 1_ Qualified Yes 3 Qualified No 1 

6) Was the participation of representatives from the 
Post Graduate Medical Institute beneficial? 

Yes 22 N o 5_ Qualified Yes 2 Qualified No 1 

7) Do you feel that the seminar gave you a better 
understanding of the problems of the community? 

Yes 22 N o T_ Qualified Yes Qualified No 

Of the hospital? 

Yes 28 No 2 Qualified Yes Qualified No 



8, Do you feci that further seminars should be held 
on this sul)ject? 

Yes 30 No 1 Qualified Yes Qualified No 



9. Would you be willing to participate? 

Yes 28 N o Qualified Yes 1 Qualified No 



SUmRY OF CONlMr.NTS /V\D SUGGESTIONS 

It was the opinion of many in the group that this original meet- 
ing should be followed by many more meetings [in order to continue 
the momentum). It was felt that the group should be smaller and 
further break up into "action'^ groups to de.il with very specific 
problems. There should be participation by r.eriers of the 
South Providence Community. 

The FMI people should play more of a leadership role and should 
formulate specific items for attempted resolution. 

Better in-hospital coordination is needed. Tliere is the feeling 
that too many people and committees are i:v.\:lved with different 
parts of the problem. It was suggested tr..it utilize the ser- 
vices of the Brown Sociology Department zc crtain information about 
population groups. 

There was the feeling that we are going lOO slowly and that we 
need a definitive thrashing out of specific problems and that the 
Visiting Staff must become more deeply involved in the hospital's 
problems in this particular area, and that this should be separate 
and apart from their personal professional problems. 

Suggested topics for future and im:nediate consideration: 

1. Specific role and contribution of ?l\ode Island Hospital. 

2. How to communicate with the responsible members of the 
Community. 

a. To understand what their needs are as they see it. 

b. To understand specifically w:;.it they woult' like of 
Wiode island Hospital. 

c. To intei^pret to them what Wiode island Hospital can 
do for them. 

3. Interpretation to Rhode Island Hospital staff the unique 
needs of the community. 



Three specific questions relating to hospital participation 
were raised: 

1. To what degree do we lower employment standards for blacks? 

2. Can we establish apprentice programs in B 5 G? 

3. Do we integrate health centers into teaching programs 
(with what impact on currently moonlighting residents 
and on patients in the Centers?) 

The following questions were asked by one participant. 
How can a loyal employee, who desires to be helpful to his 
superiors find a way to point out hazards in a program, whidi seems 
to have already been decided upon, without appearing to be disloyal, 
stupid, blind, not compassionate, bigoted, narrow, etc., etc.? 

After the articvLa**e academicians had mauled Dr, X, only 
the bravest of the brave would dare stand before the steamroller. 

Do doubtful statements become less doubtful through massive 
repetition and prestigious pressure? 



Attitude Change Study 

As stated in the Februar)^-April, 1969 Quarterly Rrogress Report, 
PMI proposed to expand the scope of the evaluation of the project 
to also include: 

Identification and cliaracterization 
of shifts in physician attitudes vis a vis 
community medicine as well as ph)sician and 
hospital responsibility in ri ition to the 
health caro, problems of deprt ^ed areas. 

I'or this purpose PMI staff envisioned pre and post measurement of 
said attitudes, with the pre measurement being obtained before the 
advent of any educational activity, and the post measurement being 
obtained after completion of all such activities. 

Rhode Island Hospital medical staff was selected as the ex- 
perimental population on which to attempt the attitude study. With 
approval of the contract officer, PMI opted to support development 
of the attitude study and the necessary instrujnents with its own 



funds; i.e., with. funds other than those received as part of this 
contract. 

The first formal * lucational session at Rohde Island Hospital 
was sclicduled for July 23. Consequently in June the staff began 
to elaborate approaclies to measuj'ement of attitudes in the context 
of this project. Short questionnaires or interviews seemed 
to be the most feasible approaches with such time-pressured subjects. 
After repeated revisions, two instruments emerged. One, an open- 
ended 3 question interview, could be administered in person (by 
a trained interviewer) or by telephone. Ihe other, a (luestionnaire 
with 12 check-off items, contained statements to whicli the doctors 
would have to put checks in one box of a range of agree to disagree 
categories for each statement. (See Appendix E.) 

PMI had hoped to administer one of the instruments to a 
randomly selected sample of the Wiode Island Hospital physicians. 
Ideally, the second instrument would then be given to a second random 
sample. 'Hius a comparison of the efficiency of the instruments and 
some indication of their validities could have been obtained. 

Rhode Island Hospital administrators pointed out difficulties 
associated with trying to obtain a random sample of physicians whose 
appearances at the Hospital are irregular and at times infrequent, 
llie idea of mailing the questionnaire instrument to a random sample 
of hospital physicians was also rejected in view of PMI's past 
experiences with poor and biased returns of mailed questionnaires. 
The Hospital also would not permit use of the open-ended interview. 
They felt that such potentially sensitive issues should be dealt 
with on an in-house basis first. 

Therefore, as a compromise to our needs for premeasures, the 
Hospital agreed to permit administration of the 12 item question- 
naire at a series of upcoming grand rounds. Data were obtained 
from: 

17 physicians at pediatrics grand rounds on July 18^ 
50 physicians at medical grand rounds on July 19, 
12 physicians at surgical grand rounds on July 22, 
30 participants at the beginning of July 23 seminar. 

A form of coded identification w^^s provided so that it would 
be possible to contact the same individuals for postmeasurement 
and trace any attitude change by individuals as well as for the groups. 

Following an extensive series of educational programs at RIH 
during the sunmier, fall (1969) and early winter (1970), PMI began 
to prepare the post me ^urement component of the attitude survey. 



At the same time negotiations wore initiated with the hospital 
regarding its implementation, llie Hospital at first asked for a 
delay in the implementation of the survey and, ultimately, rescinded 
pennission entirely. 

In what turned out to be an ironic twist of fate the attitude 
survey was doomed, at least in part, by the success of the consulta- 
tion in bringing about major changes at RIH. .As the hospital and 
its medical staff moved closer to accepting a now role with respect 
to their responsibility for the surrounding depressed area conmjunity, 
they (those administrators and physicians acting as the internal 
diange agents with whom we were working) become increasingly 
apprehensive of anything (such as our survey) which miglit upset the 
delicate internal political process that was necessary to gain staff- 
wide approval of things sudi as support for the neighboriiood health 
centers or a new department of Community Medicine and Anibulatory 
Care. \<hile inconvenient to us, tho concerns of the change agents 
in the hospital were quite understandable. 

Too much time and far too many variables had intervened by the 
time any further consideration could be given to impl^nienting 
the post- measurement survey. fJoivever, the consultation team took 
consolation from the fact that its surveying efforts were impeded 
not by a lack of attitude cliange in the cor.sultecs but by the 
very imperatives of a successful change process. 



CONTUACr CONCLUSION 



Postgraduate Medical Institute believes it possible to use an 
interdisciplinary team of consultants to sensitiuo hospital medical 
staffs to the unique health care probl .as of the poor. 

In recent years there have been exciting developments in the 
delivery of health care. Tlie literature is rifo with reports of 
experiences and new ideas regarding health care deliver)'. Ihese 
proposals, encompassing neighborhood health centoi's, group practices, 
pre-paid comprehensive health care systems, i-XO's etc., have a coiitmon, 
distinguishing characteristic--CIL\NGI;. They iiil imply major clianges 
in the conduct of the practice and 'l)usines5" of medicine. The pros- 
pect of change is often threatening. Wc fear that the agents of 
change, the activists developing new syster.?, r.ay fail to divert energies 
needed to help the medical establishment accept the dimges. For 
most, re-education will be needed, and for :.\XT.y the experience will 
be painful. Change can be brought about by legislation and rational- 
ization or by education and insight. Postgraduate Medical Institute 
prefers the carrot of insight to the stick of lav, though \<c 
recognize that a judicious application of both r.ay be needed to 
effect changes in the complex health care field. We believe that 
education, in combination with professional, social or lei;islative 
pressure, can help to close some of the gars between physicians 
developing new health care system- and those resisting them. 

The Postgraduate Medical Institute I'PMl) is the education arm 
rf the Massachusetts Medical Society. Since its inception eighteen.^ 
years ago, the Institute has been dedicated to fostering continuing 
education of physicians. Its operations are predicated on the pre- 
mise that education can ultimately effect ir.rroved health care. 

For many years we have been using consultation as a stimulus 
to education program development at comr.unity hospitals. In a 
recent three-year study of the consultation process, we attempted 
to help forty hospitals assess their needs .mi develop relevant 
programs. Results of the study demonstrated that intervention by 
physicians trained as educational consultants significantly affected 
implementation of elements of continuing education programs for 
physicians. However, most educational activities stimulated were 
of th6 classic variety and dealt with far.iiiar areas of medical 
practice, e.g., grand rounds on "Hypertension'*, or lectures on 
"Leukeljiia". 
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Miilc this study wis in progress, health care consumers in 
depressed areas wore increasingly challenging the medical profession's 
expertise, res|>onsiveness and right to define proper health care. 
Consequent'y , the Pul>lic Health Service funded PMl to modify and 
study its consultation techniques ivhe. ised to stimulate medical staffs 
of three hospitals to: 1) recognize the special health needs of 
the poor in their communities; and 2) develop responsive physicians' 
education and service programs, 'Iliis report has described the 
consultation model that was developed and discussed what vcas leamcd 
while tr>'ing to apply the procedure. 

Both the consultation model and conclusions derived from the 
application and evaluation of it are sumnariied here. We thought 
it important to emphasize the interlocking nature of medical, socio- 
economic, psychological and cultural aspects of health care problems 
of depressed area residents and their hospitals, nierefore, the 
logical direction was to abandon our exclusive ly physician-oriented 
consultative focus. In its stead we substituted an interdisciplinary 
team of consultants. The team consisted of two physicians, a cul- 
tural anthropologist, a psychologist, a public health educator and 
supporting evaluation personnel, used in vaning conbinations • The 
team collectively possessed expertise in r.edical education, community 
medicine, health care deliver}*^ systems, as well as educational and 
evaluation nothodology . 

Extending the team concept, we envisioned xvorking with a 
"corresponding" interdisciplinar>' team of hcs:utal personnel led 
by meni)ers of the medical staff and includine representatives of 
allied health and administrative staffs, as well as trustees. 

Our intent was to have the two teans exaniine the depressed area 
community and the hospital's relationship to it as a "patient", 
with the health care problems of such a "patient" the subject of 
discussion. Ilius, in addition to its function as an educational 
catalyst, the consultation procedure itself was to serve as an educa- 
tional activity. 

An early objective of consultation was to create an atmosphere 
conducive to frank and open discussion. Data regarding the 
community and its problems uas obviously needed, but consultants 
felt that hospital personnel miglit react derensively if confronted 
initially by community representatives. Vnile expecting that the 
issue of the need for community involvement v%ould become manifest 
eventually, we thougjit it imperative that ir.petus to promote such 
involvement come from the hospital representatives. Tliereforc, 
during initial discussions consultants refrained from suggesting 
direct involvement of community representatives in the consultation 
process . 



To implement and evaluate the consultation process, three 
dissimilar target hospitals were selected: 1) a larj»e, uii)an 
institution in the midst of a hlack jjhetto; 2) a smaller institu- 
tion in a predominantly low income, white coirjnunity of hii;h popu- 
lation density; and 3J an institution on the frinj^e of an economically 
declining, medium-sized former "mill town" possessing a significant 
Spanish speaking population. 

Specific details of \hat happened when consultation was imple- 
mented and evaluated have constituted the body of this report. At 
this point some broader generalizations and ir:pl ications of our 
findings would seem appropriate. Wc feel our approach eirbraces 
four central concepts of the American Medical .Vssociation's program 

> improve health services for the poor, adopted by the .ANU House 
of Delegates at the 23rd Clinical Convention held in Denver, Xovenfcer 
1969: 

1) It is a basic right of ever>' citiren to have 
available to him adequate health ..and the 
medical profession, u>ing all means at its dis- 
posal, should endeavor to make good nodical care 
available to each pei^on. 

2) The medical profession must take the leadership 
and actively support constructive connSeH^t)' efforts 
to eliminate those conditions that adversely affect 
health. 

3) The health problems of the poor are basically 
community health problems, and since a national 
health program will not solve all of their., programs 
must be adapted to local needs. 

4) Health care to the poor should not be disassociat- 
ed from, but rather should be a vital part of, the 
overall health care system. 

Successful implementation of action programs, such as that of 
the .American Medical .'Vssociation, will require involvement of 
major segments of the profession. Our experience indicates that 
the AM/\ still has a major task ;ihead of it to promote acceptance 
of the concepts of its action program by state and district societies, 
and to effect their implementation by medical staffs of community 
hospitals. Tedmiques to stimulate physician and medical staff 
involvement will bj needed. We feci the approach described is such 
a technique. However, ns reported, one of the hospitals in the 
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study was more responsive to eduaitional consultation than the other 
two. The variations in response may be attributable, in part, to 
internal differences; e.g., differences in hospital size, sopliisti- 
cation or resources. However, one of the most important variables 
mav reside outside the hospitals. This is the variable of external 
pressures for change, be they of community, professional, or 
legislative origin. The large urban hospital received a loud, clear 
message of the need for diange from its confrontation with militant 
blacks in the neigliboxliood. With the hospitals inertia overcome 
by the community's '^stick", educational consultation w;is able to 
focus the hospital*s response in the direction of self-examination 
and rational consideration of the problems. Hie other t\<o hospitals 
experienced little pressure from their coirjnunit ies and, thus, to 
consultation fell the additional task of establishing even an aware- 
ness that there might be problems to consider. Consultation was 
able to accomplish this in one of the two situations cited. 

Uhile educational consultation may be less efficient in the 
absence of a "stick", our experiences indicate that consultation may 
be an effective mechanism to facilitate constructive change at a 
time when medicine is being confronted by an increasing number of 
societal pressures. A yet more desirable or effective pressure could 
come from a reneived, stronger effort by the .V-L\ to implement itb 1969 
poverty program. 

In summary, the model of consultation that PMI has used to 
stimulate hospital medical staff involvement in health problems 
of the poor may be characterized by the following principles: 

1) Educational consultation is provided by an interdisciplinary 
team; 

2) Consultation is used both as a catalyst and as an educational 
activity itself; 

5) Consultation stresses critical self-examination as an avenue 
to insights and corrective measures; 

4) Consultation seeks participation of individuals who will 
authorize, effect, and ultimately accept change; 

5) Consultation starts with felt problems and seeks to motivate 
long-range planning; 

0) 'llie approach seeks to maximize consultee involvement in 
program planning; 

7) Consultation tries to use educational mechanisms that will 
assure diffusion of its effects to the staff at large; and 

8) Consultation seeks to minimize the formation of dependency 
relationships. 



In spite of difficulties cited, educational consultation can 
be a useful tcdmique to bridge knowledge, service and information 
j'aps between innov»itivc activists developing: now health care deliveiy 
systems and the majority of hospital medical staffs whidi are, as 
yet, uninvolved. But we cannot overstrcss the effort, persistence, 
diplomacy and patience needed to translate philosophical positions 
and paper proposals into real and meaningful improvements in tlie 
health care deliver}' system. 



CONTiUCT SPl.N-OI-r ACilVlTlliS 



C:ONTIl\CT SIMN-OM' ACTiVlTHlS 



In addition to pur^•.uinl: activities with the three hos- 
pitals specified in the contract, PMI also provided consultative 
service to a fourtli ''unit*' as described below. 

In November of 1969, PMT was contacted by Dr. Robert Abrams, 
a lysician from Ilolyoke, Massachusetts, who was in chart;e of 
working up the health care component of the application for a 
Model Cities grant for a depressed area in that community. He 
indicated that he had heard of PMl's v:ork in poverty arc.s, and 
requested an opportunity to review his ideas and receive consul- 
tation. 

A series of consultations, held in both 3oston and Ilolyoke, 
revealed that the Model Cities health planners were proceeding with- 
out any concrete plan to promote the involver,ent of physicians 
from the area's two hospitals, or to facilitate integration of the 
services of the proposed Model Cities area clinic with those of the 
hospitals. Consequertly, drawing on our experiences witl. the 
Rhode Island Hospital-Neighborhood Health Center problems, we 
made several recommendations to the Model Cities planners. Spe- 
cifically, we urged that they formally involve the medical staffs 
of the two area hospitals in the Model Cities program as soon as 
possible. As noted in the December 1969 [{anpden flippocrat and in 
personal communications, PMPs reconn^endations were endorsed an'I 
implemented by the Model Cities Health Task Froce and the two area 
hospita 

In c her response to our initial recommendations, our con- 
sulting team .as invited to the Holyoke iospital. A portion of one 
of the consultants field reports is quoted below to illustrate the 
tact the consultation took in an attempt to stimulate phys ician- led 
hospital involvement . 

We were invited by Dr. Robert Abrams , a Holyoke 
Pediatrician who has been an active leader in 
developing health components of i!olyoke's Model 
Cities Program, to visit the Holyoke Hospital 
for the purpose of exploring the possibity of 
PMPs offering assistance (similar to that ex- 
tended to the Rhofle Island Hospital through the 



1. Robert M. Abrams, M.I)., Holyoke's Model Cities Health Care Pro- 
gram. Hampden llippocrat XXXV: 17 19, December 19(>9. 



I^ovcrtv Project) in the Jevolopmcnt of the health 
component of their Model Cities Prourani. I'.arlier 
it had been sui^i^cstcd by P'll that Dr. Abrams form 
a committee comprised of physicians from both of 
the hospitals in Ho I yoke and this jiootiniL; was 
billed as a mcctini; of that joint committee. How- 
ever, at PMI's sui;<;cstion in addition to physicians 
there were also a nuril)er of public health nurses, 
the Director of the City Health Dcpartnont, Chair- 
man of the Health Task I'orcc of the llolyoke Model 
Cities Program, and several other comnunity rep- 
resentatives. Dr. Stearns briefly described PMl 
and its previous experience in the Poverty Pro- 
gram. Me commended the health leadership of 
ilolyoke for the progressive planning already 
accomplished. It soon became evident, however, 
during the courrc of the discussion which Dr. 
Stearns led that not everyone present was fully 
aware of their respective roles vis-a-vis public 
health in Holyoke or the healti services com- 
ponent of Model Cities. Dr. Abrars was asked 
to define the efforts of the Health Task Force 
to date and the role of physicians in the hos- 
pitals in relation to it. .Several people ob- 
served that efforts should be nado to coordi- 
nate more closely the many facets of health 
services being offered to the "poor". 

At a later stage in the development of the health clinic, 
we were asked to provide assistance with the followinij organiza- 
tional and procedural questions related to the establishment and 
management of the clinic. 

1. U'e*re setting up a non-profit corporation to 
run the clinic. Are there any established 
formats for this? 

2. Wiat are the salary arrangements made with 
the clinic staff and what are the pay scale 
guidelines? 

3. Since we are a government sponsored program, 
can we collect from Medicaid? 

4. How do we collect from Medica id-Medicare 
through the corporation? 

5. Miat transportation arrangements have been made 
to get patients to and from the clinic and from 
tlie_ clinic to tlie hospital or Doctor's office? 



6. Miat have been the most satisfactory hours 
for the clinics? 

7. Miat arranj'.cmonts have hcen m;uio for specialty 
clinics to be held at the nei j^hborhood centers? 
How are they run, ortjanir-ed, and financed? 

8. How have large-scale screenings been organizer! 
(for lead poisoning, serum profile, paricites, 
etc.) IvTiat is the best way? 

9. How are priorities decided upon, i.e., what kinds 
of services, how much? 

10. IvTiat ways have pnra medical people been used (out- 
reach follow-up, etc . ) 

In this instance we did not directly provide answers or 
recommendations. Instead, we functioned in a liaison role, pro- 
viding the Model Cities Program with access to appropriate tech- 
nical resources. 

In a recent personal communication. Dr.: Abrams, now Vice 
President of the Model Cities Health Task Force, noted: 

The Holyoke Model Cities Health Clinic has now 
been in operation for two weeks. IVe are operating 
out of a store front now, but will be moving into 
a newly constructed health facility in five months. 

Tfiere has been very active local p!r >ician partic- 
ipation with eight local doctors working part time 
in the store front clinic and with guide lines for 
running the clinic having been drawn up by several 
subcommittees composed of Hoyloke physicians who 
are familiar with the local situation. 

'ITie clinic in this inner city area of Holyoke has 
the potential of fulfilling a great need. We have 
come to realize the w^isdom of youi' suggestion that 
local physicians become intimately involved and be- 
come partners in this venture of providing better 
medical care for the indigent. Hie meetings that 
we had with you and your associates in Boston and 
Holyoke had a definite influence on our getting 
on to the right track, so to speak. In the near 
future, we hope to call on the PMI staff for a 
critique in the running of the clinic. 

We anticipate continued development of our consultative and 
educational relationship with the Holyoke ^lodcl Cities Program and 
the city's two hospitals. 



cox rR.\CT D I SSIIMI NAT ION' 



CONTIUCT DISSliMINATION 



The foUcncing is a chrono lo^gical listing of Post i^radiKito Medical 
Institute pub 1 i cati ons , "'"papers and formal presentations pertaining 
to the contract, its design, procedures, outcoHies or concepts. 

"Program Motivation and Stimulation - Hie Acti'^ities of 
the Postgraduate Medical Institute", Norr.-.an S. Stearns, 
presented at Conference on Goals and Tecjiniques of Continuing 
Education, sponsored by the >\ssociatior: for Hospital 
Medical Education, February 4-5, 1970, Chicago, Illinois. 

Interdisciplinary Team Consultation - \r. Educational 
Device to Promote Hospital Staff Involver.ent in Problems 
of the Poor. Stearns, Norman S., and Gold, Robert A. 
Clinical Research , 18:481, April, 1970. 

Postgraduate Medical Institute: Its C.iwillonging Role 
in the Continuing liducation of Physiciwir.s and Other 
Health Care Personnel, Robert P. McCori^s, M.D., 
Mass achus et ts Phys x oi an , June, 1970, 34. 

"Tlie Postgraduate Medical Institute in sTontinuing 
Medical Education", Norman S. Stearns. ^-sented at 
Conference on Continuing Medical li'ducj.t sponsored 
by Atnerican Medical Ai>sociation, 0*"tc'r-^r i5-15, 19 70, 
Chicago, Illinois . 
f 

"Educational Consultation: A Team Arproadi to Stimulat- 
ing Hospital Medical Staff Involver.er.: m Health Care 
Problems of the Poor.", Norman S. Stew-rr.s and Robert A. 
Gold, presented at the Medical Services Conference, spon- 
sored by the Council on Medical Service. Ar.erican 
Medical Association, November 23, 1970, Boston, Massacluisetts . 

"A Continuing ^'^dical 1-ducation Agency; postgraduate 

"-^t'ical Institute", in Continuint^ Meuic>il Education in 

V . Jiimunity Hospitals: A Mcaiua l for V'::;v^r: Development . 

Norman Stearns, Marjorie Getc ;11, ar.w*. r^crert Gold, Massachusetts 

Medical Society. Boston: 1971 (Pi-"^' 1 as a supplement to 
the New Hngland Journal of Medicine , '.elu:.:e 284; i\\imber 20; 
May 20, 1971.) 

liducational Consultation: A Team Approach to Stimulating 
Hospital Medical Staff Involvement in ..e.ilth Care 
Problems of the Poor, Norman S. Stean:> and Robert A. Gold, 
Medical Care , Volume 10; Numl)er 1, J wir.;:\\n-- February, 1972. 
(accepted for publication) 



In addition to PMI publications, papers and formal presentations, 
the following published citations or reports of the contract have 
also appeared. 



Ilolyoke's Model Cities' Health Care Program, Robert M. 
Abrams, Hampden llippocrat . Volume XXV; Number 10, 
Deceiiil)er, li)69, 17-19. 

Control of Change Seen as Objective, American Medical 
News, December 7, 1970. 
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_ ' ^ : To ; . . ; " 

To i:ntrgduce the Rosfgfaduato^ Institute C^^MQ,^* it Was.^r ■ 

e>taB|ish^d in 1055^ and is 4 nohrpxdfit, ed^^^ oqi^ppratipn v 

- ,-jr.5v^j:ed b> 1/... 'Ias«.aci -sptts Medical. Socio pA; ., l>ith: the 0atinuing 
etluc*atipn. o^^ at cprinjlihity Ivospitajs Its. printaiy .ednc 

tlVe B^stitutd is Gurfefir^^^^^^ Kith pver^ 

MaifG^ Ma§^^ Island, . ^ 

^ 'feel's work is,^ itv p 
x-cscarch contract and is designed to hcilp cor^inunij).^ lios^ / 
continuing ph pfogf^ms;. "RiGse .iJrggra^^ havd-generaM 

^hecn of the cla^^ va^i4t>^,. iit^^^ weU kpwm of ; 

physician 5^^^^^^ and; dCcllihg^i^^^^ fami;liaf areas of medicai d 

- _ _ '_ _ - - . ~ _ - - _ - _ _ - _ ^ _* ^ __ - ^ - - - ^_ -_ _ _ _ _ - 

^l hr^fhcu:r M - - ^ : ' 

Recent iy, Postgradiiatc Medical tnst|tuta^ ci(ldi|jgn^^^^^ 

cbntract^ ta study the (ievdibnrncht of i'el e van t conti mi nii>;s;id ah: 

r'bj|ucati61fi tn commuhi.t>^ hpsp^^^^ fee a t cdj Jn^ ;dcj.i^^^ r;c al ; 
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-COLUBORATING^AGENCIES; 



*. r MA-'.ACMu*:! • •J'.CM.'.i or- MCI* M'«r- fo'l l\ U«»iVI »l»tly. JC«» i"l nr,M^O'C«Nt MAtf ACMUttTTf McoTCAC^i'ieicry ~ NCW- 
*»t{>»C»» i^yt-i'" ......1*.^. r-^.-^ .'.V ':.m^.,^. ' . . .1..^-...— -jl — j:.-.- • -.1 .1, 
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Basoa.uppn cti^cerxa ijelat d to klohtificatioa o/^*ciep;xass.e4 areas"., 
:I?MJ has selected thi^ce conKiiunity liospLtals (l^iade Island Hospital ia 
iPro\idence, Riiodc Island; Loweli derfeaMl liospital^in Lowell; 
Massachusetts; and Sonqrville 'iospital in 5onicr\^ill<:% Mas$acfxu>etts j 
. in uhich it hopes ..to stimiiate vJie !it>pital and its Hcdical «.iaff to 
wavs to better n^ae^t the hca^lth care needs of theix cu^iiiuaities* 



4^ix^ady collaborating successfully iv^ith Shcde Ji; land iiospital 
Oiud i.^-^3.cll General Hospital anvi would lil^a to exteud its' services Zo 
S j^W'ilte llospitai* - - ^ 

; - . l^^ie Sortrville CorraBunity, vath the lu^\<st popula^^ density 
in !lassaehtjs.ettr : Ji^: C^^T^Sq. Jile} and a relatively Iq^iiverage tumuai 
incoHie t$6, 0^ CiUal^fit^s as a depressed area and therefare caii Ixe 

-ex^eci^: have umque nedical problems. ?M icaiud iiice to coldab orate . 

;iviHi %twvil^e Hospital in kt^cuininf: to seek identiFicaTiqn and 
solution to son^ those problems^ ^ / 

/*>iedi^al nroblars" of oatilent^- fx^omMepressed areas are 
gy^eraily considere4 aor _ conplica ted. than those of oeople from non« 



- de^res^ed areas ^ Seme problems soe:^^ related, te socio* ec<>npiiric and 
_ enxaxoniiiental co^ nreyaillng^ in suah areas-,. .THerefore, RMI 

?0elte\.es that dimehsions of ''cgmmuntty nedlcine*' should be ihGludeJ 
lai any editcation program whi^^^ to meet the hea^lth care* needs of 

a^ depressed comniunlty In sucli an approach.^ the cbinmuntty is vi eu-ed 
as a ''patient Iifetcntion is ;naid to the diagnosis and troatmeht of 
the eomm.imity including its social as well as its medical pathoiogy.. 
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llie tonbwing are sdme ,pf the diinensi.ohi; o.i: commuiii t\* Medicine 
currently feceiMhg/niaj^^^ iittcnti6n"^b>^^^^^ incdicaL profcss^^ 

a) Increased empli as is on :th e: prdlenrati . of ;ii ca ith or. prevjgntipn: 
o^^dis^asle father than: the afa^ of crisis medicine (or 
^he, episodic treatment .of acute i43ncss) . Jii: ' 

_ this fe^^^ cpmMinirty nedilc 
of compfeh ens:iy^:ih : _ \ _ 

b) . iStudy of cq^ -Keaith^^probr^ .e:.g; ^ epidemipl]^ ;of 

* . •H^?> participa^ .private ;andSpi^?ii^^^ 

?P/P^??ssionar aii^ citizen^s .gro^ 'StUd>^ing^ 
and? in%pf omo^^ ^policy :artdf arctddfr^^ 

c> IncTea^^ed^ a^^^ of the soci^^^^^ 

cdipunity 's heal^^^^^^ /chopi-,. 
^ -^^^emyrpyifieft^ ^ ^ . ^ - [\ ; ; _; - 

d) : fExaminati^^^^ forms of ^ 

sys tenS WMcK- iieeds>^of the^^^ 
-com^ ^hpsprtall 
^cfiniics^ijfgm . \ \ 

e) Expipf^^^ the .potehfci^l; for utiH^^^ 
^exper^s e X? 

broader sociof ec^ ipipb i^ems of tthe M 

Q * Sti%iatrOT Uy pHyslc^^^^ nvith. the^ 

med^cai^a^^ of people from depress edr.af^^^^^ 

PMI f eef itself as a. rcatalyst Kel^^^^ define :(4) r 

its ^cqmmu^^^ "he«trth care p^^^^^^ :(B)i Its Staf^^i educa 
R5^c|s feiated to these^^^^^^ (d) spm^b possib^r^^^ 



I 



, ta tivis .end':K-!i is :pre{3ared' to empjqy its c.ohsuitant stjiff of. 
!^R!i>^H?lM?>; l^^^HayipraT a scientists >. and: educators to work 

i^ltth. xiiO: ivo^ in any o£ the \v*ays :Out |:iried b,(^^^^ Any optipn SbeJoW 

jselecte^Lby the hosp£t^^^^ open, io ^mutually ^a yppn 

'^mb(Bi'^fi:catl6n^ 



Ch' s ome def i^GS 

ijpiCQteiems Be of .parti cul^^ signiiica in tHe Soniefyilie 

?§9®itflinfety- iW^^?ygg?_st tiv cpmbosjedr o^^ 

ireadifig^m^^ the meciicai %a6l(s :adiiini^^^^ alMgd; 

%eaMh :gers^^ tgi ca^^^ iNfxt:, the H6sp£tal: ~ 

jshoulU^^^^ eari:esp.ondi^^^ needs of the staff, 

iRi^Q; P.6 ancL finance a. 

:sefies 6f a^^ fiye ed#atl6n, Sessions. (Guiest $ectu^,e,, 

iBfft^K- geared; to the educ^tionM^ ineeds^ define d^^by: -the /staff 
4o;£^5the^^hos^r^ Ujfider ^lii^r^pt^ g^^e :|g- use 

-^^■fcC^cV-.c^^^ it deems most app fop r^^ 

VfComuniit^^^ and^.relate^^^ needs;;. :PMI 

^pnly requires that: the^ it the metk^^^ 

to^define |)r6blehg:;and^^ .educatiofi^^^^ heeds.. 
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ITiis optiom tnclud^^^^ eiements of (3pti-6n I lylus:' 
/Gons.uiia by PMI. regarding: g£ qptima|iy._.e£fecH^^ formats 

^foS the educaiion sessign^^^^ JJndet this pption t^^ hp§.pjLtai \ypujd 



'--#^2';- ' . "r-'■-:-5f,v?^^' 



L*^^_^.-- 



B'l'^' cQnsul focus. oinjiHiM^^ 



'^"'^ assess Ggr*es^p6a^^^^ 



- ^- _ __ _ _ _ _ _-_ ^_ 



;||^VicSS^<ip| se^;i$^ (lectures, seminars, etc.) for the mtjdical sta^ 





.d^.finrtion of what, can ami shotild be, Spmervi lLe. JJos^jxital *s 
Sfe^ vGoncg^^^ iPMI ^^yp^M h:ei:p Im the :anXixsis _:o^ problems.^, and in the 
Jc|J^:- ax^icu^^^^ al^;efnati\v^^^^^^ "IVe suggjes^t; that such a :group include 

. S|: the of s^^^ i(^i$fs ol^erviqes^i, adminisir^to^^^^ aljiedi health 

ian^d^^ xeRresentajtaW the JigspL^^ 

^ivl^i^^^^^ insights :g f hrpuglv. such 

;pf s^eiib.erl^ t.ct^4h| -staM^ or 2)^ sgre^ding^ the 4iscuss:ions 
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Ift: return ior^K^^^ jTopbs^^s^^ ^r,^J: 



(J^: _ jri3JS$%a^^-. M sugpoi;^ ipr; the 

^ jnedi cjjl ^Mlf support gni- icogjifefafe 



:wjr|§^|fie: Pu|;| i^ 1 Ie|l tlftSJg^ 



- IBj? Bfoj-GAf 's: evaiuaj^^m^ '4S!*ifeSMflf ? • .^^^ W^^ yMi^k ^h^^ hp^^dt^M^^ _I 



My^ .fe^f egue^f ^ to^sjipgly jj|tja. i^s prcjijgn ami 

pag^,i)^|gdftlc^ pducajg^^a^^^ttv^^ _ 



M-^-^- • Is--— JZE3=%?sl^>gl 



— 1 --^^'"^^'^ 



-:p6ss4b_lM^^ sUj^yiv Kbjnc 4?mltg45_.fc^^ ---^-^-^^^-s^ ^-yf^^M^j 




.^vgluJlf^^ ascertain c^^^ ijv th^ ^nature 






^v_c^r^v ^3^^?^ 
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-^mm- ^^^^ : -^cfSl^lwaiificai^^ 
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Mir^i^ w^^M^Mr^ mmf»»tiVtmmitiLpSrim imMmmtstmif^iMSim S^^S!^^^^^^ 

^ tSmitte^IH^vMMet^Ull llirll|»r--^firji:iM{'iN«iWiM£M 

3i4 jirigfSOO live hlriiSi tl* i^^^^ 
rik lir^iiftti^ PraiKMIpM' Sil^^lk? 
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l(ir MindC I^liind Alt i 
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Health Gsire for All Is a Right, Not a PHvUege 



T 

y 



<hf Smith inn SvighliOihiHMl 
A'A'kor^ Committee 10 r^• 
•ponded ' to rrmnrku ' madi^ hy 
Dr. GustMv6 A. MoltA. ih^an 
iiridrfM mndc i)y him to tji% 
Providence Medical Aiio- 
ciMion; 

Er» Mo«t% drcrtci sonif ot 
the effects brwjjfht nbout by 
Koyorhment finwn^ir^^ of mcH- 
kSl progTarriR. Hf clf^d the 
©pehiiig of m«idic«V healilT cch- 
ten in ^ Frovidwce by 
Progre** lor: Hrovidem c. Jncl, 
and the ih»w Mtrathcn iloute 
:in^O:^reniry for nnrootic 
dieu. Me said, *'Boih of thete 
c«sef %vere exampleii of 
failurt to seek medical td* 
vice*' aftd TMs nttmide. H 
sefmt to me. WM that fctkrM 
immey wan avtllable to be 
spent., and « program had. to 
be iMtltutfd. Community 
health, plannlnr t;a« see* 
niid«ry, ej<p»»r!ally iimre pre» 
existing facilities that %verr 
ivftUable were byputed.** 

Sev<»rJil day« later, in an 
editorial^ Dr.lMoita was tAkcn 
to task for sayinfj that the 
motives behind estaWlshir^nt 
of health- centers and ^ MarA^ 
thon Houfte wert ''aomethiDg 
:U§i thtft iMhorable."* 
^ SaOth Mia Mis)ter> 



not fiumilar wUh the •eivWn 
prov;»1^d at Marathim H(*i«e, 
and ijirrcfrtre we ctinnotxom^ 
^-frient ab^Mit thcin. H<rue\er, 
w are fanitUar v^ith services 
pmylde.t by our heahh ceiUf r, 
and would IlkR to mnkc the 
foUd-Aing inforntiiUcm avuil* 
abrc. 

"The program was esiab? 
lisUed bccNUKe of ''needs un- 
met by gK«ner«kl practitlonem.** 
Private mediciil care is not 
eaiiiy available to the poor* 
TJiey must therefore receive 
the major portion pV their 
medical care at out*pationt 
clinics, which neither provicW 
personalized nor c6n:inuoi& 
medical care. The poor, ef leu 
i^ter wiiUinK (Of hours ovi iohg 
hard benches to ^ee a physl* 
iian who often U never the 
Rame whom they saw on ^ 
prsviMis vtstt,^ne\*er return 
to, these clinics, unless it be 
ah abiwlnte emer»;ency. The 
mother go<s to one clinic her 
children to anothrr, and when 
has nnotljer child, sl>e 
muM Ko to Another facility, 

A fanilly-centet^. easily acr 
epssibV. neighborhood med- 
ical centerMivTiji set up in tlie 
Smith Hill area, ntjct door 
to a multi«service eitter sblt 



to i»?*o\ide r«nn«n;Mlrtil (torlal 
\0uK, ^flsi^wnrkf >v»oatlonM, 
Ifk'.ib s«*r vires . lx\ ; oufijunct ion 
win> tiie medical treatment 
%vho«r\-er. necessary. 

Over ^243 familiirs (4^6: !n-, 
dividual patients) hav«» been 
treated at the ,5milh Hill 
Health Center since it opened 
on -May 18, J y6?. This is a 
rcmnrkable figure In view of 
the fact that the health center 
:i< open tm a psrtjtin># basis 
of about 30 hourn a vteck. 

People who need. m«dicrl 
attention so badly can nc^ 
relate tc one aUult doctor and 
one pediatrician on an a^ 
pointment basis over eol^ 
tiritxnis periods of time. The 
5.Mme physicians, nmrses, and 
non^profesriQUal aides are aU 
part of a%am ^ieh insures 
^total Mkn!r-up of aUj)aUeT)ts', 
ami which provides the kind 
of doctoT'pabefH 
that the mdrii affluent et^y, 
and which all piNtple deserve. 

And how bavt th^^ poor re* 
spondM -- tlib«e people w!» 
Supposedly habiturity t>reak 
appointments, and lArho cannot 
he medicaUy cdMCSt»»d? 
Ninetyrtwo per cent keep their 
apiwlntments, and ^re sbwk 
their Jieaim. They ^call when 
they cutmot make it, they drop 
lis to exprtsaK their .thankf, 
or tV^repott tn theihurse rlvow 
tlw?Vmedleat^ whichf *nhalr** 
docW haa>v> lor 
tbcm^residrtit' ' ^ % 



TVy Vcnmt responsiWe, 
niature, r^nd eonrsrnsd psfb* 
ents, th>y'fa)lo\v ad\ice,.s^ 
tt)ey ^ bettw orif 
nitiMe^iy, but fpfitaiallx:. 
TSwy haw been treitai wth 
dignity and warmth, ^"They 
hkve bea^ rea<imined>ln^ thir 
midst of their rsstrlctlng and 
fmstratirig poverty to tke lai- 
man family, and they like it. 

Pr^^dstiag racUttiea wers 
. nbi ^kyvMssd, ttity ait JuR 
not available ta tlis poor. Mad- 
Seal advk* ts«s v»u«ht, bun 
tbt lAsdM cacamwii^ hai 
abdkatcd its rights aJii.^kag 
liot met its rcspoMMUtiar 
in this great need of the r * r 
and unfoctunate ateMnK-nKf 
ical help. ^ ' 

Uaslth.^ isi%:. IS: mt % 
privilege, it Is a rlikt' for 
sil, iVg irdWi a ixrf niceiar>c<>i. 
liofr.ic lavaL The aadlcal 
vstsblishmeat .has' hit' ac- 
ccpiid/tfahi 'fkct, this m<rU 
pHhc^. The Moiiarpylkn.v* 
ci«is ipfept this Set* (if tha 
rigiils of aU to hava ^gobd 
health care, Ae abonar tha 
pkysiciaBs Mil be abla^^«ia>. 
ert the kind of leadershv 
should, ar4 tiW iitnd cf^rjs 
apoaslbUity that the/' half 
sbitMforsoiohg. 

iear;I*att; 
StAfC Asslsunt: 
Ssnllh HiOKeiT Ain liaa iV r 
Advisory ComnMir 



i wWi to rt^pand lo ft Ifttar 
la: Janui|y>ll, 

br JUy^Lsvi^ 
IkaM-tiriMtl^to^ 
aait,. ^ V 
1 Uvilt gad tlw 



«Mles^CWat1r* rMlM 
tsw way stfMt:^feir:4toM 



saciiasad in:il» 



ii n i p tiM r ^ kelp a ggurgg 
lalMlaala ki llift : taMb HOt 
aria i»ka ara kt Mad: tC 
flMdIfltf kslp«Mck.«l 
laherrlgktanii 
^Masr ba dolat 1 < 
jakwMtklilokati 

X am M» Misa LarsH 
dasma life,, libefiy (and thi 
pursidC of happlnsii v'«« * 
Mrthrlght^ weU as itha^gta^ 
to; asek sm^lp^ncat and re* 
takt tke fruk of ooie*a. own 
Ubor, TlMsa riidds^^ m 
Inslieiiabk rlgMa to whkSi wa 
air^a«roo ahdrim guarantead 
ky tka BlU of Rigkts. B^, 
aa w idl kava tkairlgkt^to^^ 
aoak a svUe or hosband and 
:faisa m fsmUy. daXwa fe^w 
lha rlgkt lo:nuriy a pr^^ 
•pbusa agaoist his: or. kar 



tOM- 



tar* ;riw uBlMtii ;«iMttt)r^ 

PM»I*'« tattUMt, cdimtiM 
and Ubor. How cm MIm 
Lovattitatr widiia the eeoMt. 
t^'-.tiMk aid frNdoM .«M 
•Q«M people: hivt' tb« rii^ 
to thtlfndt ot aneMMr nan's 

to' Mjr (tatt: tUf : ziikt: te. 
4iio(litr maa't labor katKt 
Md»Mondprtaeipk''t: 

Richud A.' WMoV 

-Cnailaii''- 
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fe/. Doctor Says ^ y 



Spyciahzan^.n .n medicine has 
''reatc-d a iiiuation where more 
hmily physicians are des- 
perntf-ty need^>d. Dr. Gustavo 
A. M<%tTa iMd la?f nighi jr.. his 

l^'^vidftric? M dical Association 
Di\ ^iottoL Said that the -stress 
>f prospemy ^ni new concepts 
■if :r«odem f*i.T.Uy hfe. among 
-^ther basic changes, may cause 
an increase in mental disorder^ 
' ''The pehduluir. must swing; 
m the opDositi^ di rectiori if so- 
ciety J5r to be stabilized," he 
said. "The :..«mb^r of grAd' 
^iattig physiCiARS trained for 
fanruly rf.edicih* must be in- 
creased; even if it means the 
dimmunon in the number of 
f'jture specialists/' 
-At the sav.e nn?,e. he asserted 

Fucfi as the ^^rnec. forces and 

\ ^^Di^^^^^^^^^^'s^ech at 

'the assocuaor^ s _12ist anniiai 
meeting ir the Rhode Island 
i\]ed;_cai Society library, called 
for federal .lid to encours^je doc* 
toi-f> Joit^fi** ^ip famliy medlrine 



npomm. •>J?>.«Jkf:.^^tl««Siatdent Dr. Btrtram H. Baxti 
io^^,^;^Vt\t: .Cff^ tett^Jr., «crettry; Dr. William 

trtuurer: br. All 
^um^Cii^'-pto^^^ L. Potttr. Ubrtry firuttttl 

:i^fiiS3pfiiiii^:: of m#^fia4:;>if«>»lt^ Doctor* Thomas Torsyth*; 
^il^ri^W^Pivrt^U^^ rr»«fliman. Th6m«f Tl 

jid And H»hry C. MeDuff; 
)i^«!ni)fps of tht wcutivt com* 



eral aiKl state governments. Dr. 
Ivlotta called for doctors to re^ 
i'rajn from organizing insurancjfj 
plans. U 
Referrir.g-to the Rhode l5lar«| 
^redical Society Physiciai^ 

cine Jhould givt thought to th 
feasibility of wltHdrawir»g fro; 
the -Lhsurdjiee buiineis and> 
turning to its own calling 
medicinir.;* 

K« Vsftid^ hetlth pliiu should 
be left'tb cibupi thAt tpeciilize 
m thil :fi(>ld.^ ... 

Dr. ilotti ccntendfd. that doc- 
tor* htve :bikn/bUm 
for the':nst:in tht cost of medi- 
cal care. 

"I ,arn sure thai drugs and 
hospital costs *re the main rei 
son for the increase." he s;tid. ^ 

The new president of 
medical a8(;ociation is 
Viilism J MucDon^Id of K 
Prov'dence. a chief surgeon 
Lying-In Ho8pit)iI and clini< 
instructor in obstetrics 
gynecology at Tufts Uiuversi^ 
Medi'Vtl School. 

Other officirs of th« ai 
ciAtion are 
Dr. Nathan C3ia*et, vice prisi 



xonpnuco: 

"This attitude,^ It swms to 
ine. yi-a.s that federal monty 

H'as available to be spent, and 
ra, program had to be instituted. 
C6mmuh:t>' health planning, was 
secoi"idar>\ especially since pre- 
cxistinjr faciiiiies that were 
a\' 3 liable bypassed." 

In rrsjiji^-ction \n*h ?he advent 
iDf '*ih:ra^ l>aTtipr'' in the doctor- 

i II ririlfc^fcj^MH 



Family Doctors 

Dr. Gmtavo A. Motta, outgoing pretidshtof.Jk* 
Providence Medical A«»oci»tion, mado 
points about the shortage of f4mily physici&a* in 
hit final address to the organization. But ujsfortu- 
liatcly he overweighted his remarks v/ith opinipna 
that from the standpoint of the public good would: 
better have been W t un w 

Certainly, mott Amcricaht would agrw.thxt tht 
fhortagp of family doctori ia of profound co^cerft. 
Many if hot mo»t would gratit the .posiibility tfc&t 
specializatiori has Jone todifar,. dahgcrously deplet- 
ing the ranks of general jpractitioncrs; Div M6tt% 
accurately states the problci^ when he proposed 
reinedies^ he reverts to the horse^and lliggy days. ^ 1 
^ Conamenting oh the idvent of "third parties" in 
the doctor-patient relationship, nieamng etate and 
federal government, he^calla upon: physiciaris to re- 
frain frornorgaiii ring insurance plans. 't3rgani2rcd- 
medicine/' he said, ^'should give thought to the feasi< 
bility of withdrawihg froth the iniurari^ce business; 
and returning to its own calljngrHDttedid ' 
He aste that federal aid be u»ed to anctHirafe 
doctors to take up fjimily medicine, but he ighbrta 
the p^ibiUty of group practice M a. meatS 
viating the doctor shortigc. He urgea 'doctora tor 
resist" leaving family prfictice to go to ''Sxtd inatal!**^ 
tions" such as piiblic health programs end th«;anii^ 
forcee, but he overlooks the vital ntjed for <p9tor?f 
In both of those fields. • 

Perhaps most regrettable of all, Dr. Motta lev. 
eled shaxp and undeserved criticism at th^^^tsltJi 
tenters operating in the city und^r the aftti^^verfcy' 
prograni.and Mststhon Hotist, tt^e iiew rehabiHts^on 
center for drug addicts in Coventry. Bliftely h» 
disiDisses them m etxamplei of ''failurt.to se^fclmi^ 
ical advice'* and charges that the motive behiii^^fir 
'establishment was sotiMthing less than hbm>ttb!iM» 
to institute programs solely because 'federsI^fiMtt 
were available. A fai«r critique wmild have vreii^t^ 
the^ needs unmet by medical ;prac6tionei»' 'tSfi' 
distinguished' record ojf treating /drug M^^jiliiiW^ 
the vital aUtus of health services pssplf^^^ 
in poverty. . . • ' 

Dr, Motta might well takt a cus fr«qs 
past president of . fte l^ovidence ^Medldrt' -.^-.^ 
tiofi, ths Ute Dr. Jl Mefrill Gibson, who ivs jrfiis 
ago counasled h\% cotIeagueB:^ ''It auiat lN^,:naN|i 
emiicmly dear thit we are not ilw^m lMilv^^ 
by nii^aetary Self-intereiits» that frftilt wi isisryf liisri 
^ biedieal deeisions to burselvn/ wt sm^ pit^^ 
'take our place in t^ie life of our coiiCBSpj^ 
opeimts in die sooisl and 4tiMmiic\9^ 
bestt.esch«d:all^i^? \ ;^ '^^-'^^l^S* 




j Washmgtoh^ 



C vy. Tim New* flM<rtc# 
A com- T>> ^foundation uill u>e the 



jprchensiye fcderaUprivate pro- srant to hire a full-time project; 
j*;ram to provide health ar*ddirect6r expcrionced ' in com- 
|Kou$liig}faciUties for the urban mum ty he;iith, m project dcsigr. 
|iy>pr rr- with emphasis on thc^ and financing, and in vro 
lelderiyr ^ was soihounccd atlwith M^^ral aid progr 

Uie VrWte Hoase yirstenJayv ! The d;r^f6r wiU:.s^ 
The ppogram: will hcgin Ih^^'^PJ^-^^^^'-s^^^^^ « 6 m m u n i t y| 

the - bistrict of^ Coluhibia: under^,!*^^ J^^*>'. „ ^^st \ n* 
:tncvsTonsdn;hi National' ^.^^^'^f^^ and later m. otheri 

MedicarAsS>cia!ion^ v.im linW^^^^^^^^ !^ association 

cial ahd technical ^istahcci*'*? chapters. 

J from the federal £:6vcni.T:ent .| 7/^^ plans ^lll be developed. 




across! 

itJiO nationi ihMlth car^ facilities; Pr. Svyani 

I Th(f pfo/ram links the Na-*^''* District of: Columbia! 
jtionai Medical Association^ a^*?^^*" might be fuhctibningi 
jprivate y^Viip whose nim- '^^^^^^^-S* * y**^-" - ! 
; hership is': predominantly Negro. proposed complex \viU oc- } 
*and t\v . ;cd<^rnl doportmchts <f"ypy a site near Hdwrt 
'—Health. Efjucauon and Wclfare:^**^* ^ expected to operate! 
i:*nd Hoiwing and Urban*"* «V>«^ i*s«ociaiion uiUi the! 
;"^"7^' i . 4 and jrw>urc>« ot the 

.I). vi'fopm.:nt In what .^f^^^y^ Medical Sbhool in- 
U t on^e a massive drive to brtnC: eUiitoffFf^edmeh-s Kospita!. 
tVccnt health and housmg , The eventual cost to be rAiscd! 
facihties to the poor of the na- :in iirteipart by finimfir^ 
uon s depressed at>- centers. the foundaedh and other private! 

"1 believe this project can sources. U 6xj^cted to be ahoiit] 
offer badly ^^needcHt health an^ S^.OOO.OOO. White Houtte s6ura»< 
housing alre>f(H^ the eld^ | 
poor in Washinfiton." Pre:;ident b fijelude^ in the c<T.t^^ wfflj 
Johnson said after a White ibe a^medictl bimdwii eqiiipf^nlj 
i House raeetinjc ypsterday. with ~ \- ■ .: : - L -^cr^-:^ 
jofficiau involved ia* J^^^ mpdical practic#,_« 
•proiaum, Inurtir.g home, locxtl car* iA> 
'M^ ii^m^ r^\A ♦^..♦^ - stilutions. housing for the elder^ 
«^v^ J^? 5*^.-^^ ly. a medical office building-and 
;lhi» National Medic»N Association- ' • T _» 



ir • -.V t . a iieighbo.*hood service cenferi 

for takingjhe loa^ in sponsonng jf^^ -^^ior" citizens. The center! 
, he pn»Kr»tn^ It an example. |^,,. ^^^.^^^ ^ 
ihe an»d. of tioMf 'V^wmed '^^^^^ ^^^i^rtigtnt. i 

|c!n/.#-ni» In a voluntary mk>* Jv ^ , v> 

^-iMiioii can work with Kwen*. ^ * ^';f^il 

rmcnr-tosolvi: undent problem.. ^"^^IT^ '''^^^ "^^^^Sf^' 
i The association u-as described practice a^onc could ansu-er the 



poor aadj 



by Dr. Lionel F. Swan, its presl- v^im J^"^. . 

• s:r.?:.-^.;: i». poi- .^nr.f r.f Negro - • . . » 

phv.^.:rwn.s ar.d rw - .^cnt of^ rn^'^c^ schools, he said.: 
■■con:,^:Nt^iv «• .-n A n c : p a t e d' ^ ih;rranc out fewer general: 
* • practiGone.*^ and increasin-r- 
numbers of medical specialists 



white... he .<Air?. are d^^airati.-;; ""^^^.^ °^ ^"^c,^^ «Pf 
Their smfrpc primarily' to the-^^'^^ 5^. that few 

• y »o iir g^j^^^^j practitioners can earn 



cai:f;e of h.':>r.a::iiv, 
r>r. Swsr; ;ir.ry-ar.r.vi that the 



A Needed Medical Idea 



a living in the ghettos and that 
practice must fill the 



The'NatJdhal Medical AssociaHoo, a professional 
society composed maitily of Negra physicians, haa 
undertaken a health projecVin Waihingto^ D-C; that 
could become t prototype ior cities icrosa the nation* 
With assistance from the federal government, the 
District government and Hdwird University* NMA 
plans to build and operate « center in northwest 
Washington, offering comprehensive health care 
facUities for the poor end hoiising for the elderly. 

Prmdent Johnson focused national attention on 
the plan by annbuncix^ Whits House ^ess 

cohferehc<u "There is nc^^ know of he said^ 
^tf«t we need more tirgrentiy in the cities of this 
country tl^ hcaldi out and hotisiiig for the eld^ly 
•riiidesa it's for tfa^^ . 

im H^im ^toncerned citigens in « 

voluntary^aM^ .wdHc.witli foiveriimcnt?^ 

solve urgent ^i^blem 

Tilt center wiU be Kiiilt oh a 335-aere site. It will 
fodude a building f<r prac^oe^ a 

nursing h^^^ prnkl care institution^ a medical 
officertwildiii^^ 

ide cmt^ for - - - 

Studies Jttve shorn: t^ 
gmefally uicM^ to seek ixtiUy needed medical 
attenti^ tmlesa M emefgenqr occ^lri^ Child^V 
^...heaJUi oftcs ii ncgkcted As iPres^ JcAnson 
^ihted otttihat^yeiEr^i^^^ to Con^ 

grese on duldren and ^CKith, >In education^ on^* 
bcaltiv in aii bumiu 

tibe cntie^ yea^ Ignodmce. ill healti^ p^^ 
dUorder:^tbese are dtsibtliti^^ 
diildhbbd: afflic 
Bunj^ddu^^ 

The NMA progrim in Washington will pro^de 
needed health services at a central location designed 
specifically to serve tiie pobK By f ostl^ring group 
practice^ it: will help meet a growing shortsige of 
f^tima^pnictitimm^M^ continitce to 

acceleAte the training of si^ Oiliis alone. 

Mid DrrLiohd Swan^ N 

vide the imswer f6r the hodth needs of the poor 
and' elderly Jn the natioh^s city ce^^ 

The NMA meriu iMraise for pioneering in this 
field. Its werl^ it ia hoped, will Isad to similar 
efforts in cities throughout America. Medicare and 
medicaid, hwlth services under tlie welfare and 
snttiM:^rerty programs- h^^ much to rsdicf tte 
unmet medical M the poor» but mudl sieei; 
. fwalw.to be donei * ;> 

/y^O^/M care cle.li'yt)ry 




pmi^-l OLilie-TD) i-Ceh-e-^^^bV 

th Clinicss Outi 
In Ihe Wai? on Poverty 



Hundreds of residents of 
poverty areas in Providence* 
where people fall ill far more 
often and see a doctor far 
less frequently Uian the aver- 
age, are receiving niedical 
services in a radically new 
setting:. 

Free :medical c^ire for the 
disadvantaged is now available 
in nine neighborhood health 
centers operated in the so- 
called inner , qty by Pix)gres5 
lot Pnjvidence, Inc. , the city's 
anu'povcrty "fiige^ 

The fii^t of 'hcse centers; 
In Fox Point, opened its dpoH 
about 13 -rnohths: ago." The 
latest, in Federal ^Miil,, w 
established^ ^last Sej^embof: ^ 
Five of theicenten 
in school: buildings, two afeT 
in former stores, one ' is in 
a Soutfr Providence com- 
munity 4ienii*r and another in: 
a liousihg, project. 

The ucnif^rs, which are 
generally r>P*7i from 2 to 9^ 
p.m. Mondays through Fri- 
days, arevstaffedFby^i5 physi- 
cians, most^of whpm.pfoyid?. 
services b^L-iween ^iglit a 
hours a week., Ea^ center 
— has a fuil-timc registered nurse 
on duty and two or three 
specially trained^ nph- 
professional health aides. ^ 

The ctimc'nsiofiS of the p?6^ 
grain sc lar are relatiye»y 
modest; -it still has a long 
way to_ go. toward cIo$iiig/tl}e 
gap betvyeeh the health needs 
of the poor and the traditional 
moans for meeting these 
n(»<»ds. to da:e. $frvico«: have 
l)o(»rirgivch 10 ftiM>ut 2.600 per- 
sons, only slighily more than 
3,per cent of the inner city's 
population of more ;han 80,000. 

! But\»ie major significance 
of these medical outposts of 
i the aniifwvttrty war »ies not 
i ko much in what they hav« 

J been able to acoomplish in 
' the initial stage of ihetr ex- 
istence as m what they may 
portend for the /uture. 

In many respects, the an» 
tipovcjny health prograrr,<» 
here and elsewhere throughout 



By SEUG GREEKBEB4SI 

the"" country^ represent Im^ 
portaht hew departures from 
the\ established patterns of 
med'.cal services. The in- 
novations they are ihtrbduclhg 
are drawing increasing at- 
tention from health pro*- 
fessionals aiid may have a 
considerable impact not only, 
oh the arrangementi. for 
health servicw for the poor 
^ but od the whoto medical <uure 
Iso^m aS'WeUi 
Sdme ouUtabding: features 

, o( the amipovef^ 
to beiOtheiuc^ tM ; : 

. Medical Mr^kestire being 
1 btoui^^tb tbe^ldace« where 
I the, pttieds live liuteid of 
waitmf^for tfaemVtb takeva^ 
vantage of fSSutitf that oft«i: 
ax»^ and which; 

a variety, of reainm* t^ 
QuerOy QijjMt iM^ 
; kihds of health stib-pro* 
fesslonals, t^wn from the 
pm" theinseivest iu^e: bting 
trained: aiul' are j^a^ing ah 
elfe<mvc=r61e u a iMrldge b^^ 
tween dbcion ited patieh 

Emphaiia is^being lald-not 
ohly • or. ;qual|^y of services 
andvprcvf^tive mew 
oh the developxheiitof a mean** 
ingfui: ddctor-patlent :xela« 
tiohfhip with a fiinlly orten- 
tatioh and 6f contihuity of 
car^ ,k:y demmta ww^ 
tmayailalle to the poor* 
^Wth care appointment 
scheduling^ € ^rted foUowup 
azHi a friendly and dignified 
atnioftphere, the hew program 
ii*sho^:ihg sighSj of reversing 
the de<.ply ingrained negative 
attitude of the poor tow^fd 
their ovm health care. ^ 

Although hospital outpatient 
clinics iiave long been a major 
source of health care for the 
low-Income groups, niany of 
the poor have shunned them 
and otiiers have used them 
only sr^)radically, often failing 
to keep tollowup ap. 
paintmeni3« 

'Poor Get Sicker* 
SIxcept in emergencies when 
it is imperative to seek help, 
the po<ir have tended to ne- 
glect tj-ieir health, thereby 
contribiiting to the vjcious cii*- 
cle m which, as Saiigent Shn'v- 
er, the director of the Office 
of Ecor.cmic Opportunity, has 
said, "the poor get sicker and 
tho sick get poorer,** 
The reasons for tJ-Js state 

10 fir»u. 



AU too often, hospital clinks 
Ate oyeraowded and hava a 
dismal atmosphm cf "charity 
medicine,'* Often tha twat^ 
^ ixnpersonalized and 

sometimes brusque, patieiits 
rarely see the same doctor 
or nurse twice-in a tw luij 
long: hours of waiting on haxil 
benches aine not imoommon: 
BVequfntly it is difficult for 
the jx)cr to getto thw^c^ 
r>articularly in tiie caie. of 
have babysitting 
prdbleins, Norjarel the. hours 
in wiuch^tKe^cliniS ge^ 
Pi^i^te ttvi most coove^tnt 
for WM*ih^ 

The^ ^neighbdrikKxl ^health 
centei»:i«:deliberatily4i^^ 
ing to oyemm 
. to headth 

A c«iiclpus;;<^^ 
made torpii^idde^an 
and ^ <»ngchUl atmdjpteerl' in * 
which prople are treated i4th 
the respect: thft ]^ 
IHJCtiihf ardoctort^^vate'^^^^ 
fice, The:^alth aides OT <^^ 
come- from the iuuhe nelg^ 
boirtwfti-as .the iMi^ 
frequently an -faiiilltf ^w^^ 
their back^^oiittds^ 
Cbeaiiy 
Although^ the 4^arters aria 
smaU; they^ Ms% imitonn^ 
cheerfuL Theiift are oob^ 

fortable ao3^ lund ehiirs^ 
magazines: on the t4Uai,.jpfib* 
tures OQ^ttift and i6m»* 
tiihea;jBV«i ru^ on ife flddr. 
Except^ fSi waik-fcs who wa 
treated as soon, as a doctcur 
con manage b lee them, ap* 
poihtments ari^ made be- 
forehand and there appatrs 
to be less waiting th«h it 
commonly tha.cate thata days 
in many.d0CtQr»**offioas. 

^01 new patients get a thor- 
ough mtdical cheok-up that 
labts at least an:h6ur, l^iey 
arc sont to hospitals for elec* 
trocardlQgrams:and other pi^ 
cedures for which no equip- 
raent is available at the heigiw 
boriiood centers. Where nee 
essary. referrals are made to 
spooialists: the nurse or one 
of tho healtii aides makes the; 
appointments and later checks* 
to make sure that they are 
kept and the instructions ai'O 
iojiawed. 
The nurse and tha healtii 
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aides in each c^tar pc4ta»i 
a yariebr vitii^^^^ 
cflurvtts thehr nat^d)^^ 
draw attimtl^ to ^ %vaJ^ 
ability of ser^c^s» ^^np' dt» 
taUad .patient rao^cv^. iasM 

tiiiti to )mpil(Ul,:^M^ 
at tha homet ofVpM^ -wIki 
are confined and iMt'U 
baby sittlnrB to aiii^ mi^B^ 
to^ Vt9^ ' liia^ 
polntmi^iti, ' ' ^ 

Reoords * at the Smith H}11 
Nein^borhood Health/Oltiter« 
t^^Och i->as been ia ^oparatioa 
since last May lii a.jormer 
store at 417 Smith 'St, . show 
that 92 per cent of the i)ati«ifs 
keep their appointments: 'Alan 
L/Skvirsky, acting tWpector 
of the Providence axiti^verty 
medical program> Ifl^ this'^ 
ample evidence iKXX 
provide a perscmtd, t\jt0^ 
setting aiid good meaida}*€l^ 

pe<^ Witt gggpondL*; 



Antipoveriy Agency 
Names Health 



By C. mASER SWTH 

Dr. Joseph K. Kerrins of private doctor's^ office," Dr. 



Alllcboro was nanwd liircctor 
of the $4(X).000 health pro- 
gram at Prbj^rcss for Provi- 
dence this mominj; at an an- 
nual salary of $25,000. 

ac<> K. LachapcUc. the 
agency director, made the an- 
nouncement of Dr. Kerrins* 
enpointrnenT durinj: a news 
conference in the ajxency's i>f- 
fice at 100 N. Main St. 

Dr. Kerrins recently com- 
pleted 18 months' work in 
Lin^a. Peru, where he oper- 
ated bin h control clinics. 

In Prondericeif he said, por- 
sorialized medical care for 
ttee vvnp have not been able 
to afford it- is his broad ob- 
jective. He 'laid .he believe^ 
there is a good foundation 
here for buildihgnhe kind of 
progran^ be wants. In sor^e 
other cities he visited, the 
bureaucratic tangle made his 
approyih nearly impo«sible, 
he said. 

The first order of busiriess, 
he said. wiU l)e relocatihK 
<>;ich of the nine ncishborhood 
rlinirs m storefronts. Many 
of tht iu are now in schools. 
On tbomughfares. the rcason- 
injc got\s, more people will 
learn. of and use these cl.nlcs. 
The .i«*w Iccatioas would r»lso 
jomove the need to overcome 
tiie anxiety of .some aduiu 
over ^joing inio i< schooi 
, •♦People want to go into & 
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Kerrins said. Patient^ are 
seen in the.se clinic.*; by ap- 
xx)ihtmcht, which they can 
make by telephone or ^by 
dropping into the clinic: 

Dr. Kerrins said he believes 
some very important medical 
seiVices, including pre-natal 
care, are not now available 
in the clinics. In the next 
three months he said, he will ' 
be -.developing more specific' 
goals for hU program here.. 

Ke said he is impressed 
with the enthusiasm of the 
people who staff the centers 
arid the neighborhood c<)m« 
mlttecs; which .oye'rsee ;their 
oiKjratiori^. He said ;he be- 
lieves a ^*mqnumerital job" 
has been accomplish^' durinfj 
th^ first lis .months: of the^ 
program b>r Alan L. Slwirsl^% 
acting director of health. 

Mr.-Lachapclle also said he 
and Dr. Kerrins will be tray- 
elirig to Washington to dis- 
cuss with Office of Ecoiwmic. 
Opportiinitylofficials the I)Os- 
sibility of obtaining a grant 
for comprehensive medical 
services. One of. Dr. Kerrins* 
res|>onsibiliticR will Ix* to 
develop such a ph)gram for 
the inner city neighborhoods, 
he said. 

His work. presumably, 
would attenript to close what 

the 1969 agency propoeal "cailt 
a "critical gap l>etween the" 
^health needs of the poor and' 
the treatment being provided 
by traditional, existing aerv- 
Ices and facilities." 

One change montixmed by 
Dr. Kei-rdns involves expah- 
aiwu In thi* clinic at the 
Hartford Park Project, 73 pa- 
tienta were seen last week. 
With that many person*, he 
added, the clinic is taxed be« 
yond .lt* ability to provide in- 
dividual care. 

During* the ia^t fiscal year, 
which ended Aug. 31, the 
agency provided services for 
3,000 persons. A total of 2,500 
fantilies were afforded medi* 
cal care, more than 1.000 
persons were seen more than 
once. 

>The agency hopes its pro* 
gram will cut through tbet 
"depressing atmosphere of 
hospital clinics and the hecea* 
sity for long, complicated, de- 
tailed forms ^ the constant 
shuttling between varibua 
services scattered over a wide 
geographic aiXM." ' 



A kind of dink mentality 
that ptbducet; ;indiffcDBnoe 
toward, medicfdicaii reaulta ^ 
from tWa "labyrinth ot ihcoD- 
vehienee, cmbaxraimeht a^ 
mental anguUh/' the pro{^ 
atUSMta, adding: 

''AiiNliy on tiit.part oTtht" 
poor tow^ their own health 
becoRiaa a positive- factCT 'In 
disease and should \m i^* 
tacked a« aucb*"' . 

It aaya that iti the, niae 



ciihk«» 80 to 85 per «Miit -of 
^:piiorikeep^tk»dr appolku 
mentsi.In two of the MNM 
-the^petcentage la 9QL ' j 
Itie atatt I)epartinent 0^ 
Heia*b,;accorfllng to.the proi^ 
piMal ijt^ >coijj^ 
wett*Mlqr-^ eotuemioaa :Mep 
l^w aftiie eiiitera; Ote Hea*;! 
Start Advisory Oommtttif^ 
Iw : apttfoved^e 
lu medical pri8ira«% frsm flm4 
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lows Health Progmin ^. 

pjit,i3ft»;is4it^ they had no inora room,** h# i 

iiss •'tftlror;. -!^}^ .fcrh;a^*t«' .Uw reported^ j 
^t^:ey-,^tft,.::Mji'ti>i; \Vhen John E» Famll. iha j 

\^ executivf tecwrtiry of th« j 
Mr. SkaiTiky «ay»: xawxo^^ .Rhode Inland Medical Society. ! 
cesjful efforts were xnadtt to— «c.i,Ai — — \ 



Wliile It appears to be sue- 
cessAil as t'dr as it goes, the 
antiiovcrty h.ealth j/rogram 
has had its trouble.*; and is 
Rtiil struggling' with quite a 
' few difficulties^. 

A major problem — wit 
that is comnon to all an» 
tipoverty pj»jecu and^may. 
get worse i.i this period of 
budget pruning for domestic 
proK 'ams ^ is that of limited 
fuhdr; Another arid equally 
serious obstacle is an appcr^'^nt 
coolriess on the part or the 
c^ahized medical profession* 
or at least a iack of rapport 
with it 

Thd Prppress for Pwidence 
-medi^^al program was ^veh 
a; biidget of r $254^824 for the 
i5rmdnU;_peri6dVfxx>m. Auff»li, 
1966, t&ough last SepL 1; .Of 
thls,^ $232,910*^ canie from 
federal - ahiipoverly - ftin^ 

iwiajndcr wast prov'ided 
by -tlie city ih the tot.ft 61 
£ervioes» primarily the use o£ 
space in city schools* 

The piX)^i'am is operating 
under an adduional six-month 
budget of :;^1'J8,016 in federal 
-funds, plus a looal contributioh 
of 413,780. Just""hflw it will 
be fiiahced hietU'eeh the time 
the latest allocation nm^ out 
aiid tlie start of the new fiscal 
yea;' on July 1 i» still very 
much UP in the air. 

Avenqce Coa 

Exact toht figures for 
servlc^ rendered under the 
Program are hardv to ecn:ie 
by because it took con* 
ftiderable time xo tool up 
_b^orc the citart of actual 
operation.*-.. The first 
Ojvm 'inni Januaiy, IW. arid 
x^eighV orha^ ocnte/ did not 
the rf:it weru- phased In ovvr 
-H por od of rnc»nihs. Aim I. 
Sicvir^iy, actia? director »j* 
the p.'ograiTi, says The bo«l 
estimate he can piovide is 
ah aV'^ra^re cost of $100 per 
patient for the first year of 
*operAt'.003 



obu ih approval of the obi 
jectiv^ of the program from 
the^state'medical-society-and" 
its help in recruiting p^iysi- 
Claris. Proirress for Providence 
also has ijought the coopera- 
tion of ihe Providence Medical 
Ask>c;i&tioni 

Xcg'otiatiaiu are stiU imde? 
way to have ti-»e aissbciatioh 
af^lht a- formal liaison com* 
mittee or to hahie a represen- 
tative on the Mitipoyarty 
prograjih> medical .ad^^r^ 
oouxicik . . ' 

f^blic CrlUoUm * 

^r^ivately, ^sbme physicians 
arc- criticiidr.g ingress for 
I^'Videha*. ror ^ imdeatalqhg; j 
mc-dical piograS^ withcwt / 
medical supervisidv. 

Dr. Gustavo A. Motia. 
recently voiced ^his criticism 
prubiicly in ills address as the 
retir.hg president of the 
Providence Aledical. Associa*- 
ti6n, :Dr, Motta dted the «n- 
tipbyerty mckiical:progr8inL;as 
an:e>jarnple of ''failure to se^ 
med[dy advice/* He; said the 
aiutudol appeared; to ibei that 
'*fedi ral money :w2Ui available, 
to be ip^mt and a program 
had to be ixisUtuted* Com* ^ 
muniiy health i^hzUog was ; 
seoor.dary, especially since 
pre^4stirLg iadlitief that 
were available were bypass* 
ed." 

Letters inviting participatioQ * 

in iXia pro-am were mailed - . 
fco 67 physicians in January, \ 
mt, ,by William A . 1 
TvfcXbrnara, then tiie director j 
o: Pi-c»gre&> for Pix>videace. ; 

*'\V.: wjit need your 
.coope>-ation»*' Jlr. McNamara 
wi'ote. **As a doctor you are 
we)l ttware or the m>eds and | 
lacks. Help us tCr holp the 
have-notd. tha left-outs, tlio 
T>'lria^4& of our &o<alIed af* 
iiiieni socioij 

Xo Ad Boom 

\ Acc^^rdj:g to Mr» Skvirsky, 
I there weiv six responses. Tlio 
! 18 Pi* t-tir.^e physicians 



was asked for^ comment, he 
said'^ he could not ''mwU the 
exact drciimstancei'* U Ihe 

incident,^ 

^•Any ad submitted to the 
Medical Jouniid hat to ter 
passed on by the i^ubllcationi 
committee." he said. "If they 
were told "there was ho rboon, 
the ad nuiit iuLVt come in. 
too late." 



J vec'Mi cd \Ci ri.Av inciado 



ERIC 



ioccoi'j ai'if -paiu hn nour. j 
jikv-ii^sisy y^d that a i 
wa.it ad ror physu'ickr.s sub- 
n'.itted by ?rc^>'ress for 
ProVid.^nce sor.'ie rliVie ago to 

tyi W4»i xvjvMjuKk.'Tiiey'iiaid 



T 
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e ^nown 



havo f.dnvli tjn::l 
1 s<ancd worKinti here a'ooui 
j H ybai* a,c:^j. .1 bad "O icJ^^a 



i 
1 



of -Jie extent and gravity of 
unmet * medical nccdu amon^; 
the poor/* 

'J 'his comrAcui by a '.^oman 
phyiii:jan i»n iluty reccnUy ?it 
thb Karlfoixi. P.'.rk Xeigh- 
bdrh'XKl Health Ccntt .* wass 
echx-ci by two other doctoi'S 
who are amonj^ ii;osc '^emhg 
pare lime \u the nine mi»dical 
cehtcrs operated iiore by 
Ppcgross for Providence, Inc;, 
the city's ahiipoverty prO' 
gi'am. 

; ••I've rur* Into a ^ixidt va- 
V}c(y^6i ne^iierted cohdstior^." 
srtiU; the wonian phyi5ic;j?n, 
"wHo declined to perrn.it ihe 
1% of her n<i:T.(% wuald 
venture to say thai a ron- 
.sidjirable proiJonion of these 
patjehts, especially in the old- 
er age groups, haver.' t ^-ecn 
\ a t,octor lor an^'where fit>m 
j five- to 15 years*.*' 
i Another phyiiician, v;ho de» 
j scribed hiniseJf as "a o.on^ 
[ cemed pediatrician" and has 

b.::('n s(»t^^jri?< in thi? l^t.-rid Sti^rt 
p!"' if run) .w vvv»l ixti in txvr) 

«;«rr.;»-rN. i>i;)'i. (i th.it I..; i;afi 
"p*ckc(. :i nuiTiU'.' n; on* 

Or famiiy p*ohk':is xs^'Unw*. 
ca^f worl. ar;f^ many wuh 
Icai ninj; pr »l»!i*ins." 

' Mo it of tjh\<ic <i)U'U"(-n/' 
t'dhi this pcaiati'iciUJi, v/hu 
a!s*) nrfiiM" to allow ^ho use 
of ius n.tw\ ^'ii.ivc ...nr.n 
?»m>u;rii ;vn';M7Mby c:il7;v•'^ anri 
bave h( on ^-xai-jiir.fvi a.u: irr,. 
h)U.)i/o(i. vvi-V."* chat 
WiiU ovor it,.,- Lf^nt oi -hf 
youni^'svi^ ,r. I ... )ica(j srnn 
Pivi^raii^ sh'w ;:;-t)..-5h .a»i»;r(>, 

*'.vl«iiriiitr£ .ori .r.ay .v; a ;af 
tor. Thes<' .Nu^i/fn^uii .;eio'>/ 
cxp.'CV('d £:r:.wtn uiid in.i 



ab.i\t)os. Thciy ?.iou;d".^e',;iven 
spvia: l^'Si^ a::d training at 
ar. i-ariy aj^c;." 

Mil ihc peniainciaii. ar.d^ 
Dr David Xcwhail, a Bar- 
r:: :ton ;nlovnist who .si»rves 
fiijve-ho\:r st;n;s ?\vo lu.^ht'? 
a wri'k ai Smm: HiU 
N* :-^h^A>ivu>0i1 ileaHh Comer, 
had ht^h p^a^^o for the suo* 
tii^-ovei^y iViodical prosram. 
' Bi;t they aiso noted some 
\vc;iknt'S:,e.s in ii. 

'the t;vo physicians laude(J 
in particular x\\o. dedication 
of ibf niiij<.\% and specially 
trained hoaitii aides, the latter 
dhi\yn from among the poor 
thtjmseiveSi . 

•'the nurses are cnjly a 
dciiicij'tiM irroup." Dr. XexvHaU 
coXirnetiled; '•Thl^y havc: ;r 
gi'«!at deal of empathy. And- 
the health aides are ihe nuik 
of numah kihd.-^i^ss/' 

When I/ii-s. Griristlne Erbc, 
tht' registered ni*rse at the 
HM-tf ore Park cohier who also 

is m cnarge^or'TSe' Training 
i of health aides for the an* 
tipoverty modiCil projpraxn, 
V *.s H^kocl why she xft hos* 
p;i.u \M>r»v lo laAC'lhis job, 
sh.' .M«jd: 

i pi'eiVr iv hoiv hocHuie 
a^y optMior. hv.s is how 





ate. 




in 

Uvil Ifi'i ili'M' \.rK-\y 

\""a iij) lo tiicii" humt's 

, a.ru fii:c: nv.. u':'onj;,why 
ih V didn't VMM i)f.ck jf they 
di.iii'l j:fi aj).K)in».;.;cn!. 

vitrvv, in th.' ho>,iii.ii v.s- i.^ve 
no way or l.iiownij^ wh r,ai>- 
to pHt;erius ,tl',OL' Ihcy 
lei.ve. ii4 re wo dx)." 

hfid a \'<*ry ni;;^auve fooJ* 
inp; a*ix)ut :ni:. /ro^r/am whi^n„ 
I ri--.; sia.ned ' ihc pcaia* 
tncj.i:. *saio. lelr it we'v*. 
a csu,Ji:c.vti -n oi avaiiaok 

was wajai^r. Tf.^'.v* arc few 
no :,^v.)^n''c.^>,:(/s. ...V, . <>: \no».i 

Jl.i .V >'. • . u' \':\\ j.Oo.r.' 
li\:tJf; .. u.-'M; .5. ..:ii^..i-i'.»X»<i.; 
rj'> 1.". ac'CiJU\u n^Mj fo/ 
i*a;'e uui 



riOt fur rejuiar 



^ why tb«y don't go to hospital 
outpatient clinics,'* he con- 

j tinued; '^ey. may lack trans^ 
ppnatioii! or- havie no one to 
leave ^the children with. 
They're uncomfortable and 
ffcaredi ^Tbcy usually have to 
wait long hours and :$o« dil'- 
lovvxw doctors and nurses each 
time thty come. 

•Fanaily Doctor' ^ 

*'Vhe \ quarters of the 
noi^iiliorhdpd hQallh centers 
aro ihadL-quatc. But thcMt 
o'lJUTi come oioic^t to 
Mj;.*tfiii^ 1 kmiw of f»>r pr^ 
1t''*!irtji{ ^foT' theMi p^opii?'^ ti* 
iiuitKe of a fanuly docior that 
mai^y of ii)em have heve-r had, 
■Ti;c/rc is a jitability to the 
«Tu/f and thfy are people the 
puuenU know and truit, 'it.fi'e 
is ao waiting. Evi'i^l|ocy 
cpaip.s by appointinenti \ 

health aide.^ 
fri.?nd« and wghbors. TheX 
s:>H'iiU' the «ame ^nnguai^e and * 
c.ii interpret Ihirigt so-pa- 
tJcn;;. and go to the:r nonces 
Un' to,iow*i)p if nccesgary. lliii 
ir.n::i>overty pn^graiiv «l50 
i>!.iV..'c available i o c i a I 
wtJi'i.crs and olhcr services 
w.;A:e flecoed/* He adii»^ 1: 

a geiTnin^d iden Inl8 
.^.Ci iii 'pi^)gran\ is tciriiic. 
I. • c. roinarkablo dov.or- ^ur 
-vimg ^otid, di^ni/je.. o.*.»v- 
f . ;j irbup of jTiCopie *''ho 
v,x/ui(^n"t get jt in any oir.er 
w..-.'. ' 

05;,r»g what he i^jicio" 



pediatrician listed 
GompensatioQ to ''attr«ci«iMi^ 
good doctors.** .the «clcV^ft(W«-, 
hour service, the ■ iieed^i^So • 
iniprove supportivr! • seividi^- 
provided by oteiei'^ fa6<lti:?'ol! I 
the^:idtip6verty program^inC i 
tiie-ltck^of Ii medl< alldftreelon^ 
Dr. Newhall hiade^ " ^utf 
iitiintially the sajnt polntar^^' ' 

^ Ijlr. " Nftwhill,*: w}» t«c^y ' 
completed his residency^" 
trainin;: at Rhrde IiS^nd 
HoKpiltil, reniarketl that . h« 
dufk n(M enjoy h^pttal out^ 
patient ciinio.yei^at^'*'''} 

"It»« unaatkfyintf 4'hai'»ida. 
"You're a««lgned:<f6r afihoit 
period of time and voryl often ^1 
:don't sec the .tie patient i 
again. You doh*t knqw/ who, 
\s coming when. not like 
a doctor's office.*' 

But at thn nt^ighbcrhDOd; 
health renter, he si.id. '•ptofJe' 
.^or* scheduled, 1 givt.:tbem^ 
tKc .♦came * amount of t^jne I 
give my private pa dents.:. \ 

"Mar.y of the jx^ple^ift the 
poverty areas wou'd never go 
to hospital, outpatient clfeics/* 
be continued, ** Thoy \ ^live 
within a aix or eight^lock 
radiuii and never go Joi^tskio" 
of it. Even those who go to 
clinics often^ fail t« follow in- 
5jU*(ictir.ns. Kciw ;iw jiealth 
aides know the '^latienta or 
knov^ somebody i^SM^r^i 
They call and-na; to* ^* 
suie .Cmt instru ctional anr^ : 

ioiiowcja/:.^ . 



Regional Drug 
Treatment 



Pfo!inin»iy djscussions on !h<» amonj: ;hovf attemiii^g; was that 
!->os'sibj! tv of s s ;> b I i h : n gra soririkiins of treatment 
.^reffjona- residrntiai confers for centers'^ was preferable to a 
^ 'treating drug tddictf were heldlre?:i(inal hospital 
..wpstfrd-u' at a workghop of the 



Council 

".Jai the FuUmore Hotel. 
»n Waito.r A. M r Q u e f n y . 

<ch.<irnM» of the state nari:otic5 
'kf»icomr.u^>i"»n and a workshop 
ts^P^eticiHiU. said ihe consensus 



He said extensive study 5s 
needeii to tnwcr such questions 
as h^v: many stich centers there 
shouir be; where they should 
bt* anfi h«>w many addicts they 
should ftCcommodHte. 
Tlu» modJM-atnr for Ihe 
U^worKslioB^, , JL»*lw*M Shepherd, 



S Group Goes to Ciiy Hgll 

Di/dpidafed Houses 
Ofo^e€^Gf Concern 

By WIUJAM K. GALE 

The problems which beset anothei; group at ci 



cities such as Proyidence were 
set ml sharply yosterday i n a 
45?mihi;te rrici^tinp: betwctn a 



complaih about the smoke.) 
V, At the conclusion of yester- 
day's ri^eetingfeach of the Half • 



OP 



Refiectibrjs of an American Pilemma 
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^ li> C, KKASKK SMiTK 

A-.j)ancl discu:»^i^-n on edu- 
canton, hc>Id durir.j: yostor- 

{.»kf-i* L • ut;i^av» 'T.ihviy liy 
<:t*r2AKw-r itics^ the riinpnt 
unresi Hope lutiii ^>chof>i. 

Tm? i.icre.isu:.. si:rni.jc«iK*'^ 
of av\:tye'.*'-s mast 

de,'dt w ih m otd.-r to pi;v 

I bhi<-:c Ni.ulents ^ heard and 

i Uiide:->J(>(.n, 'iho CiiUJ»i.»s can* 

' hi! b-r-iUKht mVi> focus, 

, th'»y -jKnicd. 

• N*-.; ;i 1 tl;o CoaliUnn . 

• tJw* p;*.n *\ V • r; 

i : • 5 

. -prsrhMo 'ta-.ctit- r.U';u.'5.>::).'i 
of problems i»i urijan cd uca» 
tion, 

Andt»rson Kun/, a bucK 
ctUdenl at Bro\^ r and a merti- 
l>cr 01* .he i)anv-;, iiii^w.ned: 
The dii'ncuiiie.s ai Hope iii^;h 
School oompnsc- a micr<xrr)sm 
of-tho r«.iij«:it's r.*.>st >en(.-us 

"V.V »v.:m N'ifiV s- • • 
JOm V.I* I . >.;:vi* : . 

Tnoy uv;:'t >r.n< .-ate j^r* b- 



Karlic^ ProL Raymond' W; ' 
ilouKhtor:. spwial assistant to 
the pre.'-'ident of Rh»>dQ Is- 
jhod College and another 
rne^iinor of 1h<» panol, a<l- 
d!V>4jU'a himnelf lo lUrt J)?"!)- 
loro «»f mid'-rsundin^ what 
has hup;)€ned at Ho|>c, 

\n\ ijouRhton said tne en- 
ihC 'Con :ept 6£ nlack award- 
tieiis is tittle understood. He 
sal';. "I hopn the Rovemor will 
see fit l » call a conference on 
black awarenosji, cUixe the? 
sch'>'ils w Ihe slate for a day 
and fhvi tmi what the hell 
we\t; ta king about/* 

NVarly Identical &enti:nems 
were ex irossed earlier in tiie 
.nay cor an intorviow with ^ 
Dr. Air.uc I.. Bufikins. pm- 
frs.<;r K niUbn; at Kiuvle h- 
lait.i 33r, Hi iTkms has 

hoi'n a: .Jsinv.' ;hi' buick hui- 
i \ •:»)i.^--..tl their re- 
i'uu'?i - .» i»,o,'ia.'.:M; their case 
lor toe schor.i <!,»pHrtmcnt. 
?rofo«hor BuffKins said, "It 

Is not a Rener.ition ):ap. It is 
a '.3Civ )r' wjnrn;;ne*>s to undcr^ 
bUnit -.n.-tt the/re saymg. 

"Parents all over the city 
are always saying that the 
school system muj>t ciian^^e. 
; V . .(.; <iy they 



/ ^JAlthongh the acts-Commit*,. 
ted by these students maytj?«l 
classified as^ irrational., ks 
ftduUx we must lake tlmtv oUl 
t«» fiodMht* kj;iUmxcy behind 
thorn. * do lwUov<< theHo-:ktdai 
are screaming in the dnrW^ir' 
guidance and. mrtst of alira 
person of integrity to believa 
in: ' 

••We most'iakrHinUKo^iKtf^ 
understand aivi not just it«tan. 
We cannot tiy t<i j^ive them 
our thinkln^;^ befort we-under* 
stand ihffir ttthkirt^:/' 

Dr. JSufikins mutto those re-^ 
marks in hia sun-iiilcd office" 
a( RfC. Behind him on the 
wall were »ix mi all photic 
0 crai hs and a poster, the Ihj- 
t<r.' showiiij; a black lH)y eallh.r 
0 Hiuidwicn over the onoiion. 
"Vo^t don't have to he .lowinii- 
lo love Ix-vy'fi (real Jewifh 
ly^ ixivad)." The photcgr^pbS' 
jji -j-iaod the lalo Pn-iidcnt 
M'.\\x\ p. Kcnnedyi^the^^^ate" 
^>K>n. Robeit F. Kennedy, '^tl^e 
hr.e Rev. Martin I.uther King 
Jr. ano iho l<ite Malcolm-^. 

J{o continued, *'I cannot edn» 
done violence in any tofm 
wncihtM- committed by white, 
black, blue or green. Btit .the 
in:portAnt tMw^ . it--*^ 



*Why do our young peop^e^lftw^ 
they can only be heard 
viblenciT li WOfiilltll^ 
Iheii- voicear^'* ^ % ' 

ift veiy imt>rtnant-thij!C 

>hat hAppenadat Hop* 

really ahvattack o«ltiiJit^?^t< 
stitution. It is mfj^^M^ 
•Providence, tha :it««' ijK 

;,4»unti^'» • ' 

..A^ clitnMe nr4-oi;g t&jwwS 
, try i*>dovt-l6pihi^. in 
' way' when ^'ou^^Vloit^t^^ltag; 
. u«ne6ne, eliminejie'Wm with?^ 
out even attempting' tjj^^*^^ 
cii'^.* your pi*oblcmSi 
/ ''If thit; aimospher*, 
^ffv>al ^ ot;r:^l^titi^ 

Ctntinufd on fttflfM i 




Progress Units 
.Director, Staff 
Quit in Dispute 

Action Taken After 
Meeting With Boord 
Oh City Hdi Control • 

The director and the super- 
visory staff of ?n)prc«s for 
j Providence Inc. resigned early 
jthis morning in a dispute over 
I control of the ahtipoverty* 
la^rency ty city hall. i 
The ma.ss resignation oc-i 
ciirred after a four-hour meet*; 
infc with the- agency's board of 
diroctors at the Colony Motor 
Hotel in Cranston, where the 
jitarf pre.^ehtcd u\x demand* 
cailiny for m<»re independence 
for the o:*Ki*ni/utinn. 

"VVTipn the lK>ard r'ojoctod one 
of the demands, the 35 staff 
;nom1)ors, lod by Cieo Ki La- 
rhapolle. executive di-ecfor, 
(>rft*rod '.heir resignation^ The 
ofici- was promptly accepted- 
by the board. 

'thi> i.; bi:Iie\"ed to 1e the! 
ns-s( lime in ihe cc^intry that 
a)i onlii-e antipo\'eny asency staff 
has !*esigned at once. 

The move by the supeivlsory 
staff was precipitated by a 
m:>nths»long investigation by a- 
city cfn:ncil commUtee. SUff 
mt^nUHTH also said the i,^.sue of 
■indej)onder.co fn^m pf))itlcal con- 
trol, ix (Dntixivemy that .Marled 
.with tho agrni:y*ii formtiion in\ 
1%.5. was the major cause of 
th^^ .split. \ ^ 
^ Krunk IC. TiM'A, l.oim* rhuir-' 
|njan. yMd this morning: ih«i h<» 

'l:«>pl»i| U> \m-t:\ UiWv loiUy with 

,Mr. UcbajK-lle lo arrange for 
a "coi'linj; off"' pcpod. 

A rni'Clin;; to dispu.sr? the roK- 
l;;ndlu>r{ .scbiKiisto^l Vor 9 

u 1)1. :it iUo Vrhiiu KyUwuUon 
|( *i*nl IT. A 1 1 riiitin<i I li*- xrssioii 
will tK* Pamrla U<H)th. a wxuui- 
at rojinrrJfni.itive of ihi* Office 
i>{ Kcoiifiniic Opporl:ijw,y. the 
federal antipovorty at^erjy 

The dema^jid that divi,!cd the 
itU*j;U arid he staie <\>' t-ernrU ; 
movi))>f iii<*:W^emy p*y;-oU ac- ' 
i-c<Mt fi\)ni ri^v amtiMl to (be | 
;»nli|H)Vi'i1y offitv at ^00 N. : 
Moin St. 

Mr. l^fhtrit»lV said if ti\e'j 
funds '/reie Xrdti^iemQ Iram ' 




(DC K-^ 



sultanta. He offered to recon-* 
cile the dispute with the staff. | 
C •*! vill ask our staff that] 

therc-shouid.-bo .sonrie short-ixprif 
od for cooling off and negoti-j 
ations.'* be Mr. TabelUj 

summed up A ho six=demaiid.^ as 
a request 'for a clear cut rc.i 



5, Tlie board thotild.tikeW- 

mediate action oh a 'National 
Institute of Health contract 
providing for drug rehabilita 
tion. 

: In the staff.statement lt-\vas 
contended that the , executive 
director has been "subjected to 



olution whether P. for P; IS run -undue pressure" to make an- 
by the e.xecuave committee or pointments and- that the .same 
run out of city hall." ; problem arose in- the termlna- 



eiiy iiall. 'Ttie n:ayor would;! 
lose co/itrol ot i)eiNiiii/:ei/' \ 
'"Hie issiSv* is ihui P. for P.jj 
ir? A (>>niniurity action .i>.vncy*i 
111 the buM:»fss of j'unj..i:j: ii.s; 
oWTi pro^rairs." Mr. l.arnapclle 
'4ai<i ••r'.'j; 1 le real i.>sac is who.i 

fitutiUNi by t ie roaro"* ; ovi.sv^iy : 
•<>mtr.it;ee -i -d it^ : -^a/tc tl con- 



The agency, whicii lias an an 
nual budget of some ^ two" mil- 
lion dollars, receives virtually 
no funds from the city. The dty 
does proWde services, such as 
space and equipment; as Its 
share of the antipoverty pro- 

In the staff li.st of demands 
they charged that the city coun^ 
rll invosfiiiation "ha* resulted 
in a climate of mulutil distruit, 
de.ep re.senlnjent, iiocUeylng for 
IHVJiiions VLwOi thwa^ to imlivid- 
uai Ktaft m<»ml>ers and pnrticu- 
)»rl*- to tho ftfc^i»nry it«olf/» 

'Hie jirntT urged the board 
ehulnmm to *":i|)|H'nr- befiU-c the 
city ci)un<:il Id clenrly declaim 
the agency s indejwndence." 

Mr. Tabel.-i, wlio was elected 
10 the chainnan's jpb last Octo- ' 
ber, snid the 'Vouunl invesilgn- 
lion WHst a fnetor" brcuuNe k 
r<»aohed staff moml^tfra rathei^ 
than operating through the 
Ixwird of di!*eciors. 

Tlie demands of the staff, be. 
sides moving the payroll ma- 
ichin;-i7 to Noi-tli Main Street, 
are: 

1. The li(,ard obninn?»n In* 
Uivrw eny ei»«ui.^il tiiut the 
agcnry "is res;)<in>)hUi to its 
own li^Mrd ot directors and to 
no other entity." 

2. Enforcement of bylaws ^af- 
iectir^g attendance at directoi's' 
mov'-tin^js. 

?j. Pi\1nition of authority of 
the e.venuive "dii-i'Clor. espe 



tion of jobs, 

"We are prepared to docu- 
^ment these^ nccwsatjoktt^, the 
demahd.s saidl' 

Mr, Tabela said he was 
reeched. Friday to arrange tlie 
meeting. The- sefition, with 33 
of the 38" b6ard members pres- 
ent, sUr.ted -ftt 7:80 p.m. In a 
second floor 'conference roonri 
and ended shortly before mid- 
night. 

The h')ard chairman said the 
«trtflL "wtnted complete action 
and sanction by the board." 

"nut the board wm rather 
Kun)rise«l at the bst beiiiuwe 
•they were not prepai'cd nt all 
;fo dlanifs it." Mr, Tabela ex- 
plalnpd. •mie Iward felt they 
did the best they could." 

Staff meml)ers*who resigned. 
be.Mde8 Mr. Laebapelle, Include: 
Alan L. Skvir^ky. director of 
edur.itlon: the Rev. Benjemin 
.C. Mitehell. deputy director: 
Myron Nalbaudlan, director of 
pluiminft, research and evalua- 
tion: Isadore Ramos, acting di- 
rector of ground work; Francis 
DePetrilli. assistant director of 
ca»;ework. 

Paul A. Buckley, casework 
dii-eetor, John H. I-ong, Con- 
centraiod Empioymeut Pro- 
gram director; JosejA F. Ker- 
,rins, health director, Jeanne 
Burke Pattei'son, neighborhoml 
organization director, 

J. Webb Mangum. CEP dep- 
uty director; ShenWn Zald- 
man, diivetov of ndmlni<;tr.iti<m 



m iv.^ r\A *^ i liiivetov OT aGmim<;ir.iti<m 

^r'l'-J^ ^ ^ ^"^"^^ ""H r^^'^'^^M, Jc;eph Connell, 

,<^Vh\ur .Ar^..*Au *t 'administrative assistant; Vito 

•> ir..» l;r.,.-:<:.u,dhavethei -.,,,0. d.re:-tor of rounseline:: 

. > v's .;M^:;ey ir,o(t- su<at no T. .^iK:w, wiai phomer, 

i...-.'iu;.'.. ,u ..vtv. x,. neign-i ^snC Koms. chief. 

-^h: ;..»v:i,'tp.iTiwa m .i^eney nei^^hborhood orga:u-zation» 




Heal the Wounds 



Now that a modified detente has been reached 
between the board of director! of the city** anti-_ 
poverty agency and a g'Oup of dissident superviiory 
staff memheri, an earnest effort must be made by 
al\ concerned to heal the wounds, make up at much 
lost time as possible, and carry the program forward. 

The struggle waged over the last two weeks 
brought The agency. Progress for Providence, to the 
brink of dissolution. It broadened the split between 
two factions on the board and doubtless engendered 
^deep resentment if not open hostility between lomc 
members of the staff and board members who failed 
to support them. 

Most important, perhaps, the board's decision 
Wedneiday night to invue protesting staff memberi 
■ to withdiaw their resignations and return to work 
shifted tht i>alance of power in the agency slightly 
av/ay from the political establishment. That the reso- 
lution passed by a single vote among 39 directors 
voting shows clearly that the bloc dominated by 
riected pu.oijc othcialtt has by no meant been eclipsed, 
Ciearly, its in a matter of prestige, not voting 
power or ability to influence future action! of the 
boards 

Thi" siaK's decisu^n to ;;o htick wa» the right 
one. It ti'iit^ht have held out tor a guarantee that 
the sole iTmair:ng issue he resolved to its sAtisfac- 
tion, tnat is, that the agency's payroll operations be 
transt erred from City Hall to anti-poverty head* 
quarters. It would have been a foolish, if not disas- 
trous step» since the transfer appears almost certain 



without prolonfing the /teptsat^tnl'rl^tFj^ 
pletediii'ntigrationof theprDgrtm. . 

While the critii has been coottd» thi? toti!*' «fL 
discontent continue to fiiGker in teveral i^^jm^tfig^ 
Extinguhhine then\ will AOt be easy and wiU reiiijkl^^ 
a generous amount of wiidom and restrafali ^iVjMHfj^ — 
resentment; over the .walkout;mutt not:infiutncj">^(^^ 
impending re^viluatioii of ihdiyiduti sttLil ;)(i^ 
bers. If morale of the- entire orginimtion. ia itirittr','. 
tant to the officers and directors, at: it o.U|^ht^^^l;#^''' 
fair standards must be obt^tved/ftttidiouiUx^r/^^^t^'' 

Surely the firi^ order of buiincM moit b«;]fcd^^' - 
implement the recommcmUtioni .pf the OfSca i^f 
Ecohonqiic Opportunity and^the fiieat ch*n(MviiM|(^'' 
by the accounting firm of ?e«t» Marwtdc i^^yi^^ 
ingston Co» in a itudjr Juit completed* ' ^\ 

By a thin hair, Progrtea for ProvidMtal:^^i(N|^ 
survived a aerioui crieia. Improper poUticid'^^^ 
dling baa received a justi&ed letbacki but th^<dMil'- 
not mean that staff ultimatuma can or aufkt'^*'^^?' 
condoned in the future. Aa OSO hu wiaeljf ^^ilb^ 
out, channels of communication within the af«f\ffy^^; 
must be used more effectively* Teamwork lia aipi'e^l' 
and reality is essential to an affort of thia''^|B!i^^ 
Without it the whole effort is a farco-^ -^ijla al'.> 
taxpayers' money,,a struggla for aetfHiggyandi|Wfjinr»;, 
political or otherwise, and a cruel how 
upon the intended beneficiaries* 

We hope that the anguish of the laet 
hae uaght us thne laiiona» 




C'^'x/-f cool 

f^e CLf'^ns o/c ut-t 



APPENDIX D 
Sample Education Program 

Rhode Island Hospital 
Seminar on Community Health 

July 25, 1969; 4 - 9 pm 

Edited Proceedings 



Bducational Session 
Riiode Island Hospital 



Colony Motor Hotel 
July 23, 1969,. 4 p.m. - 9 p.m. 



Proceeding of the Seminar - Not a Verbatum Account 
CONFIDENTIAL - NOT TO BE REPRODUCED 

Afternoon Session 

Opening: 

President, Board of Trustees : 

The purpose of his seminar is to discuss some of the 
problems the Hospital is faced with. They are part of the urban 
problems which, I believe, revolve around housing, employment, 
health. I do not think this seminar should address itself to all 
these problems, but I think we are qualified to talk about health. 
First we should talk about the existing unresolved problem, and 
then come to some guidelines on what can be done to alleviate it.' 



Rhode Island Hospital Liaison Physician to PMI(Chairman of seminar) 

ITiis is a closed meeting, **of , by and for RIH" which is 
to discuss the Hospital and its relation to the outside community. 
Providing care has been a long tradition of Rhode Island Hospital, 
some people outside think of it as a city hospital. Nevertheless, 
we have lately gotten our share of the 'Yankee go home* notion, and 
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have been picketed. l\'e are concerned to find out where wo are in 
this community, let us discuss what the goals of the Hospital are. 

PMI introduced 

Contents of folder mentioned 

Questionnaire administered 

Executive Director, Rhode Island Hospital : 

I will give a historical perspective of what has been 
going on the last several months for those who have seen only one 
or a few aspects of it. The background to the current problem 
are ''hundred years of doing our thing." 

1) Rhode Island }iospital has always cared for the sick 
poor .operating on the basis of "availability to those who came to 
the door." 

2) Rhode Island Hospital stayed in South Providence 
when it could have gone elsewhere. 

3) Rhode Island Hospital was primarily concerned with 
the people in the state. We did not give special consideration 
to services in South Providence. I admit, we did not recognize 
this too much as part of our development. 

This outlook is being challenged today. The problem is 
the OPD. Our outpatient services to all who come there are of 
high quality. Because we were concerned about the physical 
environment, we are planning a new airt)ulatory building. In an 
attempt to improve the "typical outpatient department situation" 
(no appointment system, no continuity), in December 68, an ~ 
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ambulatory services committee consisting of medical staff meml^ers 
was formed that was asked to make suggestions on how to xleal with 
the situation, to improve it. 

In January, 1969 the first confrontation with a militant 
black community group led by ''Buddy George" occurred. The group 
walked up to the front desk and demand';d an audience with the 
Hospital top leadership. It was granr/^d, but at a later date. 

The Hospital formed a committefe that met with Mr. George 
as head of the "fact finding committee." Mr. Georgo asked for 
funds, particularly ^for two Neighboriiood Health Centers (NHC) in 
the community.. He asked: "IVhat have you really done for us?" and 
said that the Hospital is destroying their homes, that there is 
no dialogue between the Hospital and the surrounding community, 
and that people from the Hospital just drive in and out of it, but 
don't know what is going on there. NliC;s are the one good thing, 
he said that Progress for Providence has done. They provide 
dignified and personalized care (appointment system, continuity, 
etc.) He contrasted this with the way people are cared for in the 
OPD (no warm situation, no continuity.) 

As to Mr. Georges demands to fund two NHC's, the Hospital 
answered that it was in the health business, not in the fundraising 
business. From then on, however, we (the committee) concerned 
ourselves with getting knowledge about the NHC's. 

There was a second meeting of the two parties at which 
Mr. George again presented his demands. The hospitals reply was 
that it was concerned and would want to help, but, again, was not 
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in the fund raising business. At the end of the meeting, Mr. 
George presented a list of "non-negotiable'' demands: 

1) One Black should be on Board of Trustees 

2) Board of Trusteer should meet with black community 

3J List of hospital payscale and personnel policies should 
be made available 

4) $2000 per month per NHC(two) should be provided by Hosnital 

5) 4-6 hours per week of physician staffing should be pvovided 

6) more training and recruiting of black RM's and LPN's 

7) barbed wire should be taken from parkinj; lot fence 

Tlien there was a conference on Health Ca. in the Urban 
Ghetto arranged by Brown University and the Health Department, 
nie conference took place at the Rhode Island Hospital and during 
al)Out two hours was picketed by elements of SOS from Brown and 
later by people from the neighborhood. Their signs said for 
instance "IVliat has Rhode Island Hospital done for South Providence?'', 
"Love thy neighbor, support the NUC's." 

March 22, 1969. The Board of Trustees of Rliode Island. 
Hospital approved a new policy, it said that it would support 
activities of the Hospital beyond its boundaries, i.e., health 
care for the poor in the surrounding community and involvement in 
the NHC's. 

Presently there was a meeting proposed for all involved 
parties (Dr. Kerrings, Progress for Providence, Mr. George, Rliode 
Island Hospital, Health Department). Dr. Kerrins said, the NHC's 
are in need for funds, they must be funded by various agencies 
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and the Hospital is one of them (Progress for Providence had stopped 
funding them at that time). The Hospital felt, however, it should 
not be a funding source and had expected help in this respect 
from Dr. Kerrings and the Health Department. I would say that 
the meeting was not all that successful. Mr. George did not feel 
we were responsive to the needs of the NHC's. 

On April 10, 19^9 there was a meeting with the NHC*s. 
Mr. George wanted a token of the hospitals support. The President 
of the Board of Trustees agreed to supply some kind of tangible 
property (refrigerator for one center and other supplies.) 

Mr. George took some hospital administrators and trustees 
on a tour through South Providence. 

The most recent meeting was cordial, Mr. George is 
interested in being wrecking contractor for the hospital, moreover, 
he is beginning to see tangible evidence of the Hospital *s concern 
and activities. This is how far we have gotten, we would like to 
meet with other leaders of the community. 

Director of Personnel and Public Relations : 

The Hospital started to examine its relationship to the 
community in 1964 on request of the governor. It was urged to • 
chanr employment policy to hire more blecks. In spite of this, 
howeve^, the percentage of bjacks hired stayed more or less, the 
same around 8%. This is because qualifications and skills still 
remained the most important criterion in selecting personnel. To 
change the situation in the desired direction, this policy must 
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be changed in the direction of hiring people with potentials and 
then organizing supplementary training programs for them. The 
hiring standards must be changed. Along with this, sensitivity 
training for supervisors is crucial • We had such a program very 
recently for department heads. In the future, we hope to have 
sensitivity training sessions for supervisors who immediately have 
to deal with emplo)rees from the surrounding community. One 
thing is clear, we need more people, there are 340 openings. 
Altruism aside, our very interests demand this new policy, 

Rhode Island Hospital is participating in the Laboratory 
Education Advancement Program of Brown University and several 
young men (14-15 years old) from the community are placed in 
laboratories of the Rhode Island Hospital, 

A questionnaire was sent out recently to 3900 employees 
to find out who wants to be kept informed of new activity with 
regard to the community and who wants to become involved. Many 
wanted to become involved, but as for participation in. actual 
opportunities that we listed, few really did get involved, 

A program called Keep in Touch (KIT) is meant to provide 
contacts between the community and concerned agencies. The Hospital 
was represented at meetings, but few community residents attend 
the meetings, 

I was told that a group of children from South Providence 
need screening for summer camp, I asked Dr, Feinberg, and he 
had done the screening for several years now. 

The Hospital is called racist by the community. It was 
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a shock to me, when I fir.st heard it. It is because we don»t 
really know what it means. Rhode Island Hospital is one of the 
largest employers in the state; but the black community. is 
underrepresented. They are right, we are a racist institution. 

Director of Psychology : 

Sensitivity training sessions were held in June and 
July. Twenty-four out of fifty department heads took part. There 
was a- film series and discussion including 2 confrontation meetings 
with militant blacks. We wanted to investigate how a well meaning 
. institution such as Rhode Island Hospital could be conceived as 
racist. Some of the participants are starting to change their 
perception, are becoming more accepting, and beginning to see 
things in different light. Hopefully more programs will be 
initiated. 

Question : Should we react to the community or be proactive ourselves? 

President, Medical Staff Association : 

The hospital is faced with ch ^ing its medical care 
delivery system. Mr. George's complaints were right, but not 
because we are racist. We short changed all the poor, black and 
white. The medical staff will get a letter, we decided to ask 
them to get involved as individuals in the delivery of care to 
these people. These are to be top level discussions to start 
twisting the staff's arms. The Hospital must bring its diverse 
efforts under a coordinating umbrella. 
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Chief of Medicine: 



For five years we have been talking about the same 



problem. We are caught in a social force. Don*t look for credit, 
what we will do is going to be taken for granted. First get out 
and do more, and expect little but more pressure. 

Director of Personnel and Public Relations : 

Yes, as we do more we will get clobbered more. This 
is the reason why we probably won't like it. But we must. 

President, Medical Staff Association : 

We must learn to take the clobbering. We don't solve 
problems, but only create new ones. And you don't have to be an 
idealist to do something. It is a matter of self-preservation, 
you-can do it from a purely selfish point of view because it 
means the survival of our society. 

Director of Nursing (R.N.) : 



contracted Progress for Providence for candidates for Nursing School 
A few were found. Things were not easy, the hospital tried to make 



vjkyp deficiencies in credentials and financial support. The young 
women have been a source of education to the hospital. We 
learned that they do not keep up with school because of fear and 
anger. They have different ideas on money management than poor 
whites. Budgeting is a foreign concept. They are. different from 



Before and after Mr. George's demands our association 
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other students and we have learned a great deal from them. 'Yhe 
program is bigger this year (10 out of 91 enrolled). We need 
help to understand them as people with unique problems. We are 
also starting a nursing assistants program, no high school 
graduation is required, only good reading skills and legible 
writing. After a" 12 weeks course they are nursing assistants. 

President, Medical Staff Association : 

'I?ie new ambulatory care center even if it existed today 
would not fulfill the needs as the South "providence Community sees 
it , and they would not use it. I thiM what they want is something 
close to a family doctor. And incidentally, they want control. 
They want to determine the time when they can come, ^d not come 
at the convenience of the physician. It is a different thinking 
that is involved here. I hope you realize that. 

Chairman, Ambulatory Clinics Committee : 

I agree, but I think the hospital will eventually lure 
people back. Until then; however, the problems may have to be 
solved their way. 

Question : Are things so bad? We have a Welfare Department. 

Chief of Medicine : 

If you would make the rounds some of the trustees have 
taken in South Providence you would know. Would the Vice 
President of the Board of Trustees give us his impression of 
what he saw there? 
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Vice President, Board of Trustees : 

The problems are terrible. 

Question : Are the problems one of failure to get services, help, or 
is it a matter of services not being available? 

Chief of Medicine : 

It is a failure to get things. They don't know how to 
make demands. Buddy George said to me: " You would not allow 
garbage not to be collected, you would know how to have houses 
cleaned up!" 

» 

Question : IVhy are we talking about .garbage, is this a reponsibility 
of Rhode Island Flospital? 

President of Medical Staff Association : 

They don't know how to get medical services either and 
want to get the Hospital to help them and be a good neighbor and 
become involved in their problems and solve it the way they want 
it to be solved. 

Another Speaker : — 
• We are not the salvation army, this is a matter of Welfare 

and concerns not only the Blacks. 

Chief of Medicine : 

One cannot view things too narrowly. I think the Board 
of Trustees has taken a broad, enlightened attitude. It was 
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wonderful to see its president take our the Kerner Commission 
report and say: '^Gentlemen, you have got to read this to know 
what is going on in our country I And this is what they want 
us to do, become involved, in their problems and help them to get 
out of that terrible mud they are in. 

Another Speaker : 

I' think what was mentioned before is really true, that 
they want a family doctor they can have a relation with rather 
than walk into this large impersonal white institution where they 
see no black faces except for their fellow patients. 'ITiey feel 
alien and on foreign territory. Take the appointment situation. 
I know what is going on. Our overworked pediatrician gets an 
emergency call in his practice and: gets to the OPD only at 11. 
His patients have been waiting since 9. They don't know what has 
happened, they don't see this other side. 

-Director of Ambulatory Services (R.N.): 

Free service is just impossible today. There is a crisis 
going on in how hospitals become reimbursed for services. Particularly 
for the last five years, most of our services deal with socioeconomic, 
emotional, behavioral problems. There just is not enough medical 
staff around to take care of .these problems. People coming to 
OPD appreciate the treatment by residents, there is continuity. 
But such care costs much money today, residents are being paid, 
even interns. How are we going to solve the situation? 
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Liaispn Physician : 

Is the OPD in competition with the NIIC's? 

Director of Ambulatory Services : 

No, because i>niC's have very limited staff, they can't 
cope with the demands. We get many referrals from NHC's. Many 
patients do not want to be referred back to NIIC*s. 

Liaison Physician : 

Dr. X(NIiC physician), you are working in a NUC. Could 
you tell us why people like NHC*s? 

Neighborhood Health Center Physician : 

The NHC doctor serves a purpose, he has a relationship 
to the community. The patient-doctor relationship as existing in 
NHC's should be continued. NUC's are there to stay. They should 
be supported by the Hospital. Rhode Island Hospital could supply 
administrative expertise to NHC*s. The centers have taken on a 
social focus, and, identity has been established with the doctors. 
But most are house officers and can't give long-term continuity. 
The staff physicians should give leadership. The red tape in 
hospital (for clinic referral) should be cut. 

President, Medical Staff Association : 

A man like Dr. Chazan, don't forget, volunteered because 
he thought something has to be done. That is the kind of person 
that creates a good doctor-patient relationship. In OPD's, however, 
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doctors are assigned to the service, it. is something to be gotten 
out of the way, 'Ihis creates a different doctor-patient relationsh 
lliey like doctors at the NUC's at present because it is selective. 
Once physicians get assigned to NUC's the relationship may 
deteriorate. 

NHC Physician : 

I am sure, enough people from the staff would be 
found to volunteer, so that nobody would have to be assigned, , 
We must find incentives for senior doctors to go to NHC's. We 
must do something now, we can't wait till the ambulatory care 
center or something else is completed, OPD's can't be done away 
with, it is not an "either or" problem. Thus, for instance, the 
emergency room is overburdened because people can't sit in OPD 
and miss a day's work. There should be a facility available 
after 5 o'clock. We should also educate and motivate community 
people to work in the health care delivery system of the hospital. 
Self-esteem must be instilled.^ 

Executive Director, Rhode Island Hospital ; 

As for help in their administration, it is possible, 
but it costs money (for NHC's to use modem techniques). There 
is not a mechanism for dialogue between Rhode Island Hospital and 
the Centers. Progress for Providence is not working well. The 
Di' ectors quit, doctors quit, it is difficult to work with them. 
Model Cities is going to fund South Providence NHC's but it does 
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not have the same philosophy as Progress for Providence. 

Chief of Medicine : 

But the thing is if you talk to doctors, they all like 
NUC's, possibly someone in the administration might like it, too, 
(laughter) . 

D,D.S., Director, hospital dental clinic : 

"It hurts to hear that these folks don't feel at home 
because doctors are whites." That is not true. We never had any 
complaints. God help them if they did not have us in the 30 's, 
and God help them now if we did not continue the OPD. Tlie problem 
has been exaggerated here. The NHC's are great for socio-economic 
cure. But to take care of the health of the nation you have to have 
the manpower, the womanpower. I have never seen any Rhode Island 
Hospital personnel show any signs of racism, (for 37 years) 
I just don't think it's true. There has never anybody been 
refused from Rhode Island Hospital with or without money. 

Chief of Medicine : 

How many chief os service on this itaff are black. Sir? 



D.D.S., Director of hospital dental clinic : 
That's not the point. 
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Chief of Medicine ; 

That*s precisely what they say it is (rasicm) 



D.D.S., Director of hospital dental clinic ; 
IVho? 

Qiief of Medicine ; 

Mr. George, the others. 

D.D.S. , Director of hospital dental clinic ; 

Not the people I know, middle aged a. old people. 

Qiief of Medicine ; 

That*s the problem, sirl 

Question ; Dr. X(Chief of Medicine), are you saying that the standards 

we have set up for health care in this Hospital are too high? 

Chief of Medicine ; 

No, sir, I am only saying how they view it. There are 
not enough Negro physicians, not enough Negro students in medical 
school or nursing schools, because they*are not qualified, 
qualified by your standards, namely, based upon white middle class 
upbringing and not qualified by you who kept us down by selling 
us your standards and then telling us weiare not good enough to meet 
them. 
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Question : Is the solution to this then to lower standards? 

If we lower our standards, then the service is going to 
get poorer and, in the end, those people who now demand lowering 
the standards, are going to suffer. 

Chief of Medicine : 

There are two answers to that: 1) help us come up to 
your standards, and the second point is 2) we are not so impressed 
by your standards. Kven with service of lower standard we will be 
better off than we are now, because we are getting zero. Wliat 
is it of use to us if standards are high if we get nothing. South 
Providence has only 3 physicians. 

Another Speaker : 

They want 100 black students in Brown University Medical 
School, in First year class. 

Oiief of Medicine : 

They say: don't tell us we are not qualified, get 
us through (even it it takes us 5 or 6 years). I know you will 
say, black physicians are not more likely to practice in ghettoes 
than the whites who don't go to rural areas. But their answer 
is: help us upgrade those Black students so they can get through 
school . 

We can always tal! about quality of medical students. I 
am not saying that I agree with their demands, I am just saying how 
they see it. This is their judgement. You can ignore them, 
if you want to, but it will be at your peri II 



I 
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President of Medical Staff Association : 

U'c have to recognize that the white community is 
responsible for the position the black community finds itself in. 
If we accept this we must take the next step, even at the cost of 
what you outlined. Make the medical system, the educational system 
more responsible to the demands of the Blacks. But I must say, 
the first thing is to recognize the problem, then to take the 
next steps* I know what prejudice is, I remenber the first 
Negro intern in Rhode Island Hospital and the discussion going on 
among staff of whether one can let hiro do a pelvic on a white 
patient. Is that not prejudice? We have to recognize that. 

Dinner Break - slides were shown of the tour with Mr. George through 
the South Providence Community. 
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I;vcning Session 

PMl Physician Consultant : 

(Wlio was asked to give his reaction to what had been 
said in the afternoon session) 

1) The hospital should help the community to^build up 
an organization that represents the community. It would be easier 
to deal with such a representative body. Help the community to 
develop to the point wher^ it can negotiate with the hospital man 
to man. 2) We have to finu a new approach to health care that 
would include the invisible sick. Miose responsibility are they? 
The health Departments? A new liaison between Health Department - 
Hospital - Private doctors is necessary for dealing with this 
problem. 3) As to standards » is the treatment of the acute sick 
enough? I don't think this is a good standard. Oni must see the 
total patient. Take the pr lem of a tired young woman, It*s not 
a medical problem but why is there no day care center for her 
children. Can we advocate such a center? 4) As for funding: 
determination, if it exists, takes one a long way. Be prepared 
for a long battle and energy and expense. You should build an 
organization, a mechanism for embarking on this battle. 

Another Neighborhood Health Center Physician : 

There are. unique features to NHC*s: 1) They can teach 
and motivate people how to use medical facilities. 2) They can be 
good for career developn^ent programs* These two features are part 
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of the concept of NMC's. Moreover, psychological and social 
problems can be well treated. A social worker from Rhode Island 
Hospital could resolve man* ' roblems in the NUC's. Now, Progress 
for Providence is not doing a good job in running these centers, 
it is hard to judge, therefore, whether the shortcomings of the 
centers in South Providence are inherent in the concept or not. 
Love of neighbor is not enough, training could be done by the 
hospital. NHC's in Providence have gone from crisis to crisis, 
they had no opportunity to function. If helped along by the 
hospital, they would maybe improve. It is also very important 
to develop the ego- of the people in the community. There was 
an incident where they choose a chiropodist instead of an internist. 
Now, this may be the wrong decision, but it is their decision, and 
that is what is important. 

Question: How have NHC's developed? 

President, Medical Staff Association : 

It is an old concept, city hospitals developed them 
because transportation was a problem in those days. 

Another Speaker : 

The name developed out of the Office of Economic Opportunity 
Program Act. 



ERIC 
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PMI Physician Consultant : 

In all seriousness, they evolved when the first physician 
set up his office in the neighborhood in which he lived. 

PMI Anthropologist Consultant : 

And there are no such offices in the inner city. Could 
the hospital make a financial commitment? 

Executive Director, Rhode Island Hospital : 

We are a long way from financial responsibility for 
even one. But finances are not the issue, it is an organizational 
problem. The OPD/s cost a 1.2 million. Itfhile Model Cities will 
fund the 2 centers, the hospital will have to provide back-up 
for red tape cutting, etc. The emergency room visits have not 
risen over the last two years, this is partly due to the NHC*s. 
The folution of the problem could involve group practices and the 
private sector in addition to the hospital administratrion. 

PMI Executive Director : 

If there is an organizational problem, who in the hospital 
is supposed to deal with it recognizing that the problem can't be 
solved without Rhode Island Hospital? Can there be created a 
mechanism dealing with the South Providence pttjblem and another 
one dealing with problems of the state? 
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President, Medical Staff Association : 

We can't set up the mechanism yet. We should move where 
we can. One thing at a time should be done, trial and error 
method must be applied. It's an evolving process. 

PMI Executive Director 

The system of trial and error is not being approved 
any more. An organizational framework is needed for a basic 
organized, systematic approach towards dealing with the problem 
that came up today. 

President of Medical Staff Association : 

One more element: the organizational set-up must 
include community people. If they want doctors, I think we should 
get set about getting them doctors. Doctors going into the centers 
can teach the people to avail themselves of medical care as was 
pointed o^<. . 

Executive Director, Rhode Island Hospital : 

The state does not support the kind of community 
centered approaches we have been discussing today. 

PMI Executive Director : 

I do not mean to say anyone can solve the problem, 
we began with that premise. What was said today, though, was that 
we should have a set-up to continuously deal with the problem. 
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Tlie problem is going to be continuously with us. So why not have 
a set-up that would continuously deal with it? Including a 
communications network so that we can work with ever changing 
problems for a long time. 

PMI Psychologist Consultant : 

As we need a hospital organization, we need a feel or 
"sensor** of what is going on in the community. The client-doctor 
relationship is changing. The client, now, has a right to talk 
to his doctors. To want to collaborate is not enough. Skills 
on how to collaborate are necessary. 

Liaison Physician : 

Would NHC's solve all problems? 

Director of Personnel and Public Relations : 

This is a difficult question. I believe that we would 
be happier in our relationship with the community if we were to 
help the NHC's. I agree with the Chief of Medicine concerning the 
serious nature of the problem, of the emergence of two societies, 
one black, one white in our country, and of the bitter confrontations 
that are impending. And I can't see how any institution, non- 
profit or p^rofit, can possibly divorce itself from coming to grips 
with this problem. This situation is so bad, and getting worse 
constantly that it is a matter of survival of our institution and 
the profession. There is no limit to what we should do, because 
the survival of the society is at stake. 
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Chief of Pathology : 

How many (blacks) are we talking about » 5% of Providence 
population? 1000, 1200? 

Director of Personnel and Public Relations : 

8% of Providence are black and 50% of South Providence- 
Argument ensued concerning the" accuracy of the figures. 

PMI Executive Director ; 

It is indicative of the extent of the problem that we 
do not know whom we are talking about. 

Chief of Medicine : 

Figures are not the issue. They constantly change, the 
more we do the more we are expected to do. . The issue is: is this 
organization willing to address itself to the problem, and if it 
does, does it do so to the very best it can. Nothing is going to 
be resolved by numbers. We must address the problem as a moral 
challenge. 



PMI Psychologist Consultant : 

I think, it's somewhat disastrous that a group as 
concerned as this one can't go beyond the problem of 2 clinics, and 
can't see that it should systematically diagnose and relate to 
the community. This is really the core issue: how do we become 
aware and stay aware of a continually changing pattom so that we 
can adjust to it. 
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President» Medical Staff Association : 

Well, I think you are going too fast, because you must 
recognize that our hospital is a conununity hospital. We are 
keeping up with the new concept of community medicine, and are 
going outside the walls of the Hospital, and our immediate concern 
are the 2 centers next to us. And actually, they forced it. down 
our throats. They awakened us, and I am. sure we are going to 
move into these problems. • 

Chief of Medicine : 

Did they open your eyes only to the two clinics? 

PMI Psychologist Consultant 

The medical staff should be oriented to the larger level 
of the problem. The two clinics are test cases for a more general 
competency to solve community health problems. The concept of 
community hospital is being redefined from the outside. 

Chief of Pathology : 

This is too much for us to do, we haven't the resources. 

PMI Psychologist Consultant ; 

No, this hospital is so wealthyl 



-Page 25- 

PMI Anthropologist Consultant : 

It has a staff of 400 doctors and is the 3rd largest 
employer in the state. And you say that you have got resources. 

Chief of Pathology : 

It is impossible. Our problem is an emergency situation. 
It is our task to put out the fire. If we go beyond, we have to 
know what are the problems. Then, how can we solve them. IVhether 
by personal commitment or other is yet another question. 

Chief of Pediatrics : 

The Rhode Island Hospital has the opportunity to be 
a pilot. We could demonstrate to other areas of the community 
and to other hospitals an approach away from the concept of 
putting out fires. They cannot take care of their own 
neighborhood, but need help, all community hospitals must help. 

Chief of Pathology : 

Why hospitals at all, we have indeed government on all 

sides . 



Chief of Pediatrics : 

You know, of course, what is happening with the 
government, they are not doing much. 
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Chief of Pathology : 

IVhat about the rest of the community (whites), the 
Blacks are threatening, making a lot of noise. 

Chief of Medicine : 

Do you want a direct government medical care system? 
That's what will happeni The government will step in if nothing 
happens! 

Chief of Pathology : 

We don't have enough resources to solve the problem. 

PMI Executive Director : 

Why does not the hospital then use its know-how and 
bring in government and other resources and mobilize people to deal 
with the problem in a better fashion? This is- not an unreasonable 
suggestion. 

Director of Psychology : 

That brings us back to what Dr. X, PMI Psychologist 
Consultant was talking about, we have the know-how the expertise 
and skills. We' have about the lowest concentration of Negroes in 
New England. If we can't deal with the problem, who can? 

Dr. X, Member Ambulatory Services Committee : 

You have to strike a balance between idealistic 
hospital do-goodism and practicality on the other hand. This 
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seems to me a case where A says: B needs this. Now, C what 
are you going to do about it? One has to be very sure before one 
sets about to help, what it is in the area that A, B, and C 
wants. We have to be sure to have a representative body telling 
us what the wants are. 

Chief of Medicine : 

Can't we build on the assumption that the community 
around wants NHC's. 

Member, Ambulatory Services Committee : ' • 

I am not sure whether Buddy George is representative 
of the community. 

Chief of Medicine : 

How do you find out? How do you account for the fact 
that 92% keep their appointments there? 

Member, Ambulatory Services Committee : 

Still, we don't know what the needs are. 

Chief of Medicine : 

How do you find out, go to the individual houses and ask 
Are we not to accept the demands because we do not trust Buddy 
George to represent the communit)? He was disignated as their 
representative, he was chairman of the "fact-finding" committee!" 
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Services Committee: 



Member, Ambulatory 



So he came around, and what did he say? 



Executive Director : 

He said he wanted money to support the NHC's and made 
several other demands. 

Member, Anfculatory Services Committee : 

Yes, that's right, we should first find out what South 
Providence people want, otherwise we build a house of cards, 
or put the cart before the horse. The problems we are talking 
about are broad social problems, are family problems (not medical 

Chief of Medicine ; 

So we do not address ourselves to medical problems 
because it*s a much bigger problem, and we must await somebody 
to take care of the bigger social problems? 

Member, Ambulatory Services Committee : 

The Hospital cannot provide care for everybody. 

Chief of Medicine : 

But can we improve the medical care situation? 



President, House Officers Association : 

Unfortunately, ac present, residents are not wanted 
in NHC*s because they do not stay long. I work in the OPD, and 
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have heard from people how they trust ''their*' MIC physician, how 
they appreciate a doctor they can relate to (continuity). I know 
that they rather wait for months: for a doctor they have been 
patients of to do surgery on them than have someone from the Hospital 
do it whom they do not know. This is a paradoxical situation, 
because surgeons in the Hospital do not get enough patients. 
Rhode Island Hospital should become involved with the NHC's; 
with its manpower it could meet the demands. There is a group 
of residents who really want to become involved, they even want to 
volunteer for Progress for Providence, Alone for selfish reasons 
the hospital should support NHC's, it would be very favorable for 
the education of senior residents. As I pointed out, we would 
find good teaching materials in the NHC's. A good co- relationship 
between teaching, education, on the one hand, and health care in 
NHC's on the other, could evolve. 

President, Medical Staff Association: Commenting on results of the Seminar : 

This meeting has been a wonderful thing, we don't get 
to know each other every day in the Hospital the way we did here. 
So many of us know so much, and are so interested in the problem, 
I am moved by this experience. 

Executive Director of the Hospital : 

The discussion has given us a concept of hospital- 
community involvement, and of the magnitude of the problem, we 
have an organizational structure working on this, its effectiveness 
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will be judged later. The problem is tremendous, it needs a lot 
of expertise, experts have to deal with it. 

PMI Executive Director : 

PMI is meant to be a catalyst. An educational process 
has gone on today, because to stimulate and promote interest in 
the problem is an educational process in itself. But education 
in any of its forms must have a goal. A reason for teaching is 
transfer of information, attitude change, action change* 

As Dr. Golodetz (PMI Physician Consultant) pointed out, 
this hospital is not behind the times. The problem is tremendous, 
but it*s not bigger than the whole problem of continuing 
physician education. It is hard to get physicians to accept 
the concept. Uncle Sam is concerned and might do something about 
it. But hopefully, we can do something about this ourselves. 
My hope is that out of this session will coine a continuous 
commitment to dealing with the problem and that a physician 
education program will develop that will spread awarenes- and 
commitment to the staff at large. 

Liaison Phys i cian : 

Yes, we have to explore this further, we muct. carry 
on thinking about the problem. 

Tliank you all very much for your attendance. 
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